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Guest Editorial 
Adoption and the Adoptive Placement of Children 


DOPTION is the establishment of the relation of parent and child between per- 

sons not so related by nature. Stated otherwise adoption is the legal process by 
which the law permits the taking of a child not related by nature into a family as an 
heir and legal child. 

Adoptive placement is the social process whereby children are placed in foster 
homes with a view to eventual legal adoption. 

Adoption as a legal process belongs in the area of the practice of law; and is the 
function of the attorney. Adoptive placement being a social process belongs in the 
area of the social agency and is the function of the social worker. Prenatal care to the 
mother; the delivery of the child; medical care to the child and guidance to the social 
worker in the evaluation of the physical development of the child and prediction as to 
the future of such development being a medical process, belongs in the area of practice 
of medicine and to the physician. 

Adoption and adoptive placements in Virginia are governed by three statutes all 
of which in their present form were enacted by the General Assembly of 1942 following 
a report by the Virginia Advisory Legislative Council on Child Welfare, and are 
briefly summarized as follows: 

The adoption Statute, section 5333-a to 1, of the Virginia Code permits the adop- 
tion of children by adult residents of Virginia upon petition to the court having equity 
jurisdiction in the city or county where the adopting parents reside. Consent as spe- 
cifically provided must accompany the petition. A copy of the petition is sent to the 
State Welfare Department which makes a social study of the situation and forwards 
a confidential report to the court. The court may then enter an interlocutory order 
which gives the adopting parents the right to the custody of the child for the following 
probationary period of one year, during which the Commissioner of Public Welfare 
must cause the child to be visited at least once in each three months’ period and then 
make an additional report and recommendation to the court. In instances where the 
child to be adopted is the legal child of one of the adopting parents, or if the child 
has been placed in the home of the petitioners by a child placing agency which certifies 
that the child has lived in the home for a year and has been visited once in each three 
months of that year, the court may omit the interlocutory order and the year’s proba- 
tionary period. Except in these two instances the final order may not be entered until 
one year following the entry of the interlocutory order. The final order deprives the 
own parents of all rights as such, and frees the child from all legal obligations with 
respect to his natural parents. It makes the child, in all respects, as if born to the 
adoptive parents with consequent rights of inheritance, education and support, and in 
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turn imposes upon him all the cbligations of a child toward his parents. With the 
expiration of two years after the final order, its validity may not be attacked by reason 
of any irregularity in the proceedings; but the adoption may be annulled by the same 
court in which the proceedings were had, upon a finding that such action is for the 
best interest of the child. 

The statute regulating adoptive placements, Chapter 227 of the Acts of 1942, 
makes it a misdemeanor, punishable by fine of not more than $100.00 or by imprison- 
ment for not more than one year, or both, for any one to operate or act as a child 
placing agency without an annual license from the Commissioner of Public Welfare. 
A child placing agency is defined as “Any person, who places, or obtains the place- 
ment of, or who negotiates or acts as intermediary for the placement of, any child in 
a foster home.” Parents or guardians of the child and public officials are specifically 
excepted. Another statute, Chapter 105 of the Acts of 1922 as amended by the 1942 
session provides that city and county welfare departments, acting under the super- 
vision of the State Department of Public Welfare, are child placing agencies which 
need not be licensed. 

Clearly it is not the intention of these three statutes to make adoptions or adoptive 
placements unnecessarily difficult; but rather to surround the process with adequate 
measures of protection to the child, to adopting families, and to the State. 


That there is a considerable volume of adoptions in the courts of Virginia is evi- 
denced by the fact that during the first two years of the operation of the present Adop- 
tion Act, 1,231 petitions were received by the State Welfare Department. This is an 
average of slightly more than 51 petitions per month; but in October of 1944 the 
Department received 98 petitions. It is known that the majority of the petitions seek 


the adoption of step children and near relatives by self-sufficient families who have 
no need of help from social agencies. For the balance of the adoptions the services 
of a careful and experienced case work agency is clearly necessary if the child, the 
family and the State are to have adequate protection. There are many more childless 
couples who wish to adopt children than there are suitable children available for 
adoptive placement. The largest child placing agency in Virginia and one of the largest 
on the Eastern Seaboard of the United States is the Children’s Home Society of Vir- 
ginia. During 1944 this agency accepted 121 new children of whom approximately 
105 will eventually be available and prove suitable for adoptive placement. During 
the same year 530 families applied seeking to adopt a child. It is clearly evident that 
there is ample opportunity for a black-market in babies and for unauthorized and 
ill-advised placements. 

The work of a careful agency which places children for adoption may be briefly 
summarized as including: a careful study of the family background and circumstances 
of each child and his need for care away from his own family; the acceptance of the 
child in such a way that undue pressure is not placed upon parents, temporarily 
unable to provide for their children, forcing them to give up the custody of their child 
in order that he may have the necessities of life; the acceptance of permanent responsi- 
bility for the child only after proper proceedings in the Juvenile and Domestic Rela- 
tions Court and commitment of the child by the court to the agency; a period of 
observation and preparation of the child in a temporary family home, known generally 
as a boarding home, during which time the child has the advantages of living with a 
family and the agency has the benefit of the skilled observation of a successful mother 
in helping to understand the child; the use of the skilled pediatrician in preventing 
disease, curing illness, guarding his physical development and predicting his probable, 
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future physical characteristics; the intelligent use of the clinical psychologist who 
charts the rate of mental growth of the child and predicts his probable future mental 
potentialities; the work of the social case worker who, through frequent visits to the 
child and conferences with the physician, the boarding mother and the psychologist, 
forms a definite picture of the kind of environment each child will be able to use; 
and who, after study of the environment offered by the various would-be adoptive fami- 
lies, selects the right family for each child in such a way that every child finds himself 
placed where he fits with his new family, and where he is the right child for that family. 

It is evident then that adoptive placement is a process which should be performed 
only by those who have special facilities, aptitude, skill and training for it. The 
tragedy and unhappiness which follow every mistake should deter the Good Samaritan 
who inclines toward good deeds. The infant who needs care away from his own family 
is dependent in the truest sense, for his very helplessness is his only defense against 


the many dangers inherent in our complex way of living. 
FRANK Davis PRESTON, A.B., LL.B., 
General Secretary, Children’s Home Society of Virginia. 





Floral Eponym (27) 


ARISTOTELIA 
ARISTOTLE, 384-322 B.C. 


Aristotelia is the only cultivated genus of the family Elaeocarpaceae; a genus of 
tropical shrubs and trees with opposite evergreen leaves. A few species grow in South- 
ern California. A. racemosa is the New Zealand wineberry. The fruit of A. macqui 
is used for wine in Chile. That the “master of those who know” is remembered by so 
insignificant a genus, is possibly explained by the fact that the master was more inter- 
ested in animals than in plants. No man has ever had so nearly an universal interest 
in all domains of knowledge, but botany claimed his attention the least. His contri- 
butions to medicine were chiefly in the fields of anatomy, physiology and embryology. 
He named the aorta, noted the movements of the foetal heart and the possibility of 
superfetation. 
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PSYCHIATRY IN AN AIR FORCES STATION HOSPITAL* 


Mayor Davip B. DavIs, 


Medical Corps, Army of the United States, 
Army Air Base, Richmond, Virginia.t 


A discussion of Psychiatry in an Air Forces Sta- 
tion Hospital demands that mention be made of the 
different types of individuals usually seen on an 
Army air base. Most people think of an air base 
as being comprised almost exclusively of fliers when, 
as a matter of fact, fliers make up only a small per- 
centage of the personnel. On each Army air base 
there are many ground troops, troops that are in no 
way different from ground troops found on any of 
the large Army posts in the Ground Forces. Such 
ground personnel embrace outfits of chemical war- 
fare, camouflage engineers, aviation engineers, ord- 
nance, hospital corps men, truck drivers, etc. And 
now WACs and nurses contribute their share of 
women patients. 

In any consideration of psychiatric problems in 
a Station Hospital it must be understood that many 
of the neuropsychiatric patients would not be in a 
hospital if they were in civilian life. In the Army 
there is no place for a man who is slightly ill. 
There are only two classifications: duty, which 
means full active service; or else hospital, which 
means hospitalization. Many cases of psychopathic 
personality, mental deficiency, and psychosis pro- 
gress through civilian life without hospitalization. 
In the Army, a man who has even a mild psychic 
disturbance must be hospitalized during the period 
of study. The majority of neuropsychiatric patients 
are not ill enough to be in bed. Therefore, they are 
permitted to wear convalescent suits and walk about 
the ward as they please. They are all encouraged 
to take care of minor tasks, not only in their own 
ward, but in other wards, to give all of them some- 
thing to do and to help reduce the number of re- 
quired attendants. 

A large number of factors, such as, “personality 
structure, fatigue, leadership, morale, discipline, 
job assignment, motivation, training and domestic 
difficulties’, are important in causing personality 
disorders. Obviously a military psychiatrist cannot 
control or change all of these factors. He can, how- 
ever, study each personality so that certain assets 





*Condensation of a paper given before the Virginia 
Psychiatric Association, June, 1944. 

+Major Davis is now Chief of Psychiatry at the Re- 
gional Station Hospital, Mitchell Field, L. I., N. Y. 


can be used to produce a workable adjustment to a 
new military environment. Some individuals have 
so many liabilities that they cannot in any way be 
used in the military service. Such soldiers must be 
given a medical discharge. At our Station Hospital, 
Colonel Porter’s character study of assets and lia- 
bilities is used*. It is assumed that each soldier must 
have at least four assets, and no more than six 
liabilities to be able to adjust to military life. 

In discussing the various psychiatric problems in 
a Station Hospital a description can be divided into 
two parts. First, a brief description of each of the 
common psychiatric disorders encountered, and, sec- 
ond, a general description of the various forms of 
therapy used. 

PSYCHIATRIC PROBLEMS 

Constitutional Psychopathic States: The consti- 
tutional 
psychic conflict by acts against their environment— 
acts which tend to get them into the guardhouse. 
Psychiatrists who practiced in state institutions be- 
fore entering the military service rarely saw these 
individuals, unless they were committed to an in- 
stitution as the result of an acute psychotic episode, 
or because of repeated sexual psychopathic acts. 
Psychiatrists in private practice seldom saw them 


psychopathic personalities express their 


except when such individuals occasionally were re- 
ferred to them by police officials. This is under- 
standable when it is realized that in civilian life 
these psychopathic individuals wandered about the 
country, changing jobs or sex partners as often as 
they desired, and in general doing about as they 
pleased. In military life, however, psychopathic per- 
sonalities make themselves known without much 
delay, for they are usually in conflict with rules and 
regulations, and are unable to stand criticism and 
regimentation. And, most important of all, they 
are unable to adjust themselves to living with others 
in close quarters. 

The Army recognizes in its psychiatric classifica- 
tions several subdivisions of constitutional psycho- 
pathic states, such as inadequate personality, para- 
noid personality, emotional instability, criminalism, 
pathological liar, and sexual psychopathy. As would 
be expected, the largest number of cases are diag- 
nosed as inadequate personalities—those individuals 
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who, because of their lack of interest in the service, 
»oor work record both in and out of the Army, lack 
of ability to conform to Army rules, and inability 
to get along with others, are unfit for military life. 

The second largest number of constitutional psy- 
chopathic personalities that create a problem are 
those who are classified in the sub-group of emo- 
tional instability. The marked mood swings of 
these individuals frequently causes them to get into 
difficulty. Quarrels with non-commissioned officers 
and street fights are not uncommon. Although these 
individuals frequently regret their acts about as soon 
as the emotional storm passes, they never learn by 
experience and, therefore, never improve. 

The sexual psychopaths usually cause their share 
of troubles on an Army post. Most homosexuals in 
civilian life are able to achieve sexual adjustments 
satisfactory to themselves, and the great majority 
of them seldom annoy individuals who are not so 
inclined. In the Army, however, where homosexuals 
are thrown into close contact with a large number 
of individuals of the same sex, there is bound to be 
some difficulty. Although many of them are able 
to make a fair adjustment, sooner or later they come 
into conflict with socially accepted rules and regu- 
lations of sexual conduct. Many of these men and 
women, who might otherwise get along well in the 
military service, must be discharged from the Army 
because of their annoying others who are not homo- 
sexually inclined. 

The 
chronic 


psychopathic personality who is also a 


alcoholic is one of the most troublesome 
problems with which psychiatrists must contend in 
the service. A lack of understanding causes many 
line officers to believe that chronic alcoholism of 
many years duration can be cured by some form of 
punishment, such as a long sentence in the guard- 
house. Examination of any guardhouse population 
will reveal the presence of some alcoholics who have 
had repeated sentences without any change of per- 
sonality. Part of the psychiatrist’s problem in these 
cases is to develop in the line officers (officers of 
company grade, captains and lieutenants) some in- 
sight into the nature of psychopathic personalities 
and the causes of chronic alcoliolism. 

The personality factors common to all Constitu- 
tional Psychopathic States are unreliability, unpre- 
dictability, pathological lying (lying without ap- 
parent reason at times to the point of fabrication), 
lack of a sense of moral obligation, and—most im- 
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portant of all—the inability to learn by experience. 
These individuals cannot, therefore, be rehabilitated 
in the sense that one rehabilitates psychoneurotics. 
The psychopaths cannot make good soldiers. No 
amount of psychotherapy makes any marked change 
in their thinking. They are always sources of dan- 
ger in any fighting unit because of their unrelia- 
bility. 
and desire for the spectacular and the wish for 


Because of their exhibitionistic tendencies 
praise, they often become heroes on an active rapidly 
advancing front, but in quiet sectors where there is 
no opportunity for them to stand out above others 
they may cost the lives of fellow soldiers by not 
attending to duty. Most civilians and many doctors 
believe that a little discipline in the form of physical 
punishment will rehabilitate these individuals and 
make good soldiers out of them. The experience of 
Army psychiatrists does not agree with this thought. 
The Army is not a reformatory or a clinic, and it is 
considered necessary to return these individuals to 
civilian life. 

In the Army psychopaths tend to project on others 
their difficulties. 
soldiers, as well as officers, of making it impossible 


own They accuse their fellow 


for them to adjust to military service. Army ex- 
perience has shown that psychopathic personalities 
are often more troublesome than soldiers actually 
suffering from psychoses. Many of the former in- 
dividuals are in need of advice and coaching all 
their lives, and some of them should never live out- 
side of a colony. Society has made no such provision 
for these people. The closest approach to it is the 
so-called sexual psychopathic law in some states, 
which requires that after three offenses such indi- 
viduals be committed to hospitals for the criminal 
insane. Our present laws require Army psychiatrists 
to return many of these individuals to civilian life, 
although they recognize that this in no way solves 
the problem for either society or the individual 
psychopath. 

Mental Deficiency: Army classification tests and 
study by psychiatrists at induction centers have not 


prevented a certain number of mentally deficient 
The high 
standard of education and intelligence requirement 
tends to eliminate the mentally deficient from enter- 
ing flying training, but a number are encountered 
in the other units of the Air Forces enumerated 


individuals from entering the Army. 


previously. A number of psychological tests, such 


as the Kent Oral Emergency Test, Wechsler-Bellevue 
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Intelligence Scale (short form), and the Wechsler 
Mental Scale (Form “B’’) are used in this hospital. 
The performance of the individual and his emotional 
stability-are considered in the intelligence rating in 
an attempt to adjust the individual to a certain job, 
because on many occasions it has been shown that 
a rather stupid individual will make an excellent 
soldier if placed in a job which fits his mental 
capacity and his interest. Intelligence tests are of 
value, but are considered only as a part of the 
psychiatric study. It is impossible to tell from the 
intelligence rating alone just how well an individual 
will work in accord with others in Army life, or 
just how well he will fit in with the various rules 
and regulations that are necessary for the success 
of a fighting unit. The civilian and military work 
history are carefully considered with the intelligence 
rating in making a classification of the individual 
for a specific job. 

All imbeciles are unable to get along in military 
service and are usually discharged as rapidly as 
possible after they are discovered. Imbeciles and 
low-grade morons often simulate a higher degree 
of intelligence by the use of imitation. It is this use 
of imitation and mimicking of others that causes 
psychiatrists to be misled on the two or three minute 
psychiatric examinations that are conducted in in- 
duction Careful study of this problem 
makes one conclude that it is amazing that psychia- 
trists at induction stations do as well as they do 


stations. 


when one considers the number of men that they 
have to see each day, and the length of time in 
which they have to interview each man. 

Much of the problem of mental deficiency in the 
Army is solved by properly classifying the soldier 
in a job which fits his mental capacity. It is some- 
times found that a low-grade moron, who should 
have a job of sweeping or cleaning, is given a posi- 
tion which requires considerable reading and writ- 
ing. The individual, not being able to handle such 
tasks, becomes frightened and discouraged; 
often 
which ultimately cause him to go on sick call and 
appear at the dispensary. Thus a condition which 
often appears on the surface to be psychoneurotic in 


and 


develops minor psychoneurotic complaints 


nature, is actually one of mental deficiency. 

In evaluating psychological tests at this Station 
Hospital, the conclusion has been reached that the 
Kent Oral Emergency Test is a fairly accurate one 
for administering and scoring in ten to fifteen min- 
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utes, and requires little psychological testing ex 
perience. These factors make it a valuable adjunc: 
to any personality study. 
PSYCHONEUROSES 

Anxiety States: The mental and physical symp 
toms due to anxiety are so commonplace that it wil! 
not be necessary to review them here. Anxiety prob 
ably is the basic factor in all psychoneurotic reac- 
tions and the most common problem the psychiatrist 
encounters. It may be present as a symptom in 
various psychiatric conditicns, or it may be present 
in such degree as to become a distinct psychoneu- 
Most medical officers have a difficult tim: 
understanding that anxiety can be expressed in 


rosis. 


mental symptoms or in focal organ symptoms. For 
example, many officers can comprehend anxiety, 
apprehensiveness and fear, but they cannot under- 
stand that a man can have gastro-intestinal symp- 
toms, such as pain due to duodenal spasm or diar- 
rhea due to increased peristalsis on an emotional] 
basis. Anxiety states or anxiety neuroses, as they 
were formerly called, make up the largest number 
of psychoneurotic diagnoses that are made in a Sta- 
tion Hospital. Anxiety states are much more fre- 
quently seen in officers than is hysteria, while in 
enlisted men the two conditions occur with about 
equal frequency. 

Anxiety states are the most common psychoneu- 
rotic problems in pilots, and at times the condition 
is severe enough to cause the pilot to be grounded. 
The symptoms caused by the anxiety may be of such 
a minor nature that the pilot does not come into the 
clinic until he develops a phobia. Phobias found 
in pilots are almost always connected with a specific 
situation, such as a fear of flying at high altitudes, 
or a fear of flying over unfamiliar terrain. Study 
has shown that these phobias are sometimes related 
to an involved conflict in a field that is totally un- 
related to flying. The pilot may have some sexual 
or financial problem which he is unable to solve, in 
addition to his mild anxiety connected with flying. 
As the tension connected with the involved conflict 
is added to the tension of flying, he develops a spe- 
cific phobia which may incapacitate him for flying, 
and he is sent to the Psychiatric Clinic for help. 

The phobias existing in pilots are considered as 
part of the anxiety. This is mentioned only to draw 
attention to the fact that anxiety states in pilots are 
sometimes much more complex in their origins than 
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they are in the average soldier in the Ground Forces. 

Hysteria: Hysterical with grotesque 
symptoms are seen, especially in soldiers of low- 
grade moron intelligence. Both negroes and whites 
born in this country furnish their share of cases of 
hysterical blindness, deafness, and aphonia, and it 
is not at all uncommon to see an hysterical hemi- 


reactions 


plegia in a soldier of average intelligence. 

When a symptom, such as blindness or the paraly- 
sis of an arm or leg is well developed, the indi- 
vidual presents no evidence of anxiety. It is as 
though the anxiety had been eased or arrested by 
the development of a socially accepted symptom 
which relieves the individual of the necessity of 
facing situations which are potentially dangerous. 

The soldier in a psychoneurotic ward feels that 
he is in a protected atmosphere. He senses security 
and is thereby relieved of the tension which he may 
have experienced early in his illness when first ad- 
mitted to the hospital. It has often been noted that 
anxiety or hysterical symptoms which were tem- 
porarily relieved returned when the individual knew 
that he was to leave the hospital to return to duty, 
unless he has been carefully prepared for the change 
by a number of psychotherapeutic interviews. 

Hypochondriasis: The word hypochondriasis, de- 
noting a particular symptom in a psychosis or 
psychoneurosis, has been used for many years. The 
use of the term for a specific reaction type is rela- 
tively new. All the men who were placed in this 
classification were constantly concerned with their 
state of health and frequently expressed their dis- 
comfort in terms of organs rather than symptoms. 
They had a certain body awareness which made it 
possible for them to place an abnormal significance 
on normal physiologic functions. They interpreted 
a slight epigastric burning sensation as ulcer of 
the stomach, or discomfort from intestinal flatus as 
appendicitis. They presented a certain fixity of 
ideas in regard to specific organs. If one of them 
had begun to talk about his stomach, the story never 
changed. The history showed that he had been 
talking about and doctoring for his stomach trouble 
over a period of years. These psychoneurotic reac- 
tions were so deeply ingrained<that they could not 
be changed by any amount of explanation of the 
It was 
soon learned that it was difficult to rehabilitate these 


lack of organic disease or by persuasion. 


soldiers for active duty in the limited time available 
for therapy. 


Because of the frequency of gastro-intestinal 
complaints in hypochondriacal cases, it was thought 
important to review the various complaints in 
anxiety states and hysterical reactions and make a 
comparison. It was found that in the majority of 
all three of these psychoneurotic reactions the symp- 
toms were in reference to the gastro-intestinal tract. 

Reactive Depression: Reactive depressions are 
not common psychoneurotic reactions in the cases at 
this Hospital. Most of the patients who did present 
a reactive depression were WACs. The dynamic 
factors were usually easily determined and were 
frequently on the basis of a sexual conflict. This is 
to be expected in the cases where women originally 
entered WAC service motivated partly by a desire 
to escape an unpleasant domestic situation or to 
solve an emotional problem. In contrast to the re- 
active depressions seen in civilian life these patients 
rarely were depressed longer than three weeks. A 
few interviews which permitted a psychic catharsis 
tended to relieve the tension and offer an oppor- 
tunity for a solution of the problem. All but two of 
our patients of this type were able to return to 
active duty, although many of them found it neces- 
sary to make an appointment at the Out-Patient 
Clinic for further psychotherapy. 

Obsessive-Compulsive States: These psychoneu- 
rotic problems are rarely seen in the Army because 
the symptomatology is often so easily observed by 
the psychiatrist at the induction station. Examina- 
tion of many hundreds of psychoneurotic patients 
has not revealed one case of an obsessive-compulsive 
state. This is fortunate, because these reactions are 
usually so ingrained in the individual that they are 
difficult to treat. 

Neurasthenia: The diagnosis of neurasthenia was 
a most common one in the medical records of the 
last war. Apparently this was due to the inclusion 
under this heading of other reaction types which are 
now separated and called anxiety states, hysterical 
reactions, and reactive depressions. Neurasthenia at 
the present time is reserved for that group of in- 
dividuals who express their various conflicts through 
fatigue which is unrelieved by physical rest, and by 
various indefinite aches and pains, and irritability. 
Most of the neurasthenic patients seen in the Sta- 
tion Hospital were individuals of extreme asthenic 
build who had received more education than the 
average soldier. They were often high school teach- 
ers, college instructors, and other professional peo- 
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ple. Often a reclassification of the soldier, so that 
he could be placed in a job for which his qualifi- 
cations fit him, was better than any psychotherapy 
that could be offered. Frequently this was all that 
was necessary to clear up the complaints. 


PsYCHOSES 

Schizophrenic Reactions: In keeping with cus- 
tom, the term Schizophrenic Reactions is used in 
preference to the old term of Dementia Praecox that 
is used in army medical classification. This gen- 
eral reaction type is divided into sub-groups of 
simple, catatonic, hebephrenic and paranoid, al- 
though it is understood that these groups blend one 
into the other and that there is considerable dupli- 
cation of symptoms of one reaction type occurring 
in the other types. In contrasting civilian psy- 
chiatric practice with that of the Army, one is im- 
pressed immediately by the large number of schizo- 
phrenic reactions presenting an exceedingly bizarre 
symptomatology. These patients usually are brought 
into the closed ward in a mute catatonic state or in 
an excitement. The simple schizophrenic reaction 
so commonly seen in private psychiatric practice 
is rarely noted in the Army. It seems as though 
war produces psychotic reactions in their acute 
forms more frequently than the trials and stresses 
of peace-time civilian life. 

In contrast to the frequency with which schizo- 
phrenic reactions are observed, no case of a manic 
stage of a manic-depressive psychosis has been ob- 
served in this Station Hospital. This infrequency 
of manic reactions in the Army has been observed 
by others. Only one case of a depression which 
could be classed as a depressive phase of a manic- 
depressive psychosis has been observed. Psychiatric 
texts still mention Kraepelinian manic and depres- 
sive phases of a manic-depressive psychosis as 
though they occurred with equal frequency. Yet 
clinical experience has shown that depressions are 
much more common than excitements and that re- 
peated depressions occur without the individual 
ever having suffered a period of excitement. Study 
at other Station Hospitals may help further to 
clarify this point. 

Psychoses Unclassified: Psychoses occurring in 
psychopathic personalities are classified as Psychoses 
Unclassified in Army nomenclature. Because of the 
aggressive behavior of most psychopathic personal- 
ities, a psychosis in such individuals is usually 
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ushered in by a period of combative excitement and 
destructiveness. As stated previously, one sees more 
psychopathic states in the Army than in private liie. 
It follows that more psychoses in psychopathic 
states are seen in Army life than are seen in civilian 
life. These individuals are extremely difficult to 
manage, but fortunately they often quiet down and 
become cooperative within a period of two to three 
weeks. Most of them recover sufficiently to be dis- 
charged from the service to the custody of relatives 
within a period of eight weeks. 


THERAPY 

The psychiatric service in Air Forces Station 
Hospitals is provided with one to several open 
wards which are used for the care of psychoneu- 
rotics and one or more closed wards for psychotic 
patients. Each ward on the service is presided over 
by a nurse with rank of second lieutenant; and in 
all Station Hospitals having a large psychiatric 
service, there is a first lieutenant nurse who is chief 
nurse. She has usually had previous psychiatric 
nursing experience. The actual work on the wards is 
done by hospital corps men, who act as attendants. 
Few of the latter have had any hospital training 
before entering the Army. It is, therefore, necessary 
in addition to the daily routine work, to conduct a 
continuous educational program for the instruction 
of these men. In addition to the psychiatrically 
trained medical officers, there is a psychologist and 
a convalescent training instructor to complete the 
staff. 

On the open wards, where most of the beds are 
occupied by psychoneurotic patients, treatment con- 
sists of psychotherapy plus a program of convales- 
cent training. In a number of interviews the per- 
sonality assets of the soldier or WAC are carefully 
evaluated in relation to the demands of a military 
life. If it is felt that the individual can be salvaged 
for full military duty, every effort is made to use 
his major assets in a job which fits his training and 
interest. Close contact, therefore, is maintained by 
the Psychiatric staff with the Classification officers. 
All patients who are to return to active duty are 
placed in convalescent training programs as soon 
as possible. This program consists of exercises, lec- 
tures, movies, woodworking, art, competitive games, 
and light duties in the ward. Experience has taught 
that convalescent training must be started early, be- 
cause the longer a patient remains in the hospital, 
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the more difficult it will be for him to readjust to 
active military duty. 

All patients in the Army who have suffered from 
a psychosis must be discharged unless the psychosis 
was precipitated by combat and the patient has re- 


covered sufficiently to return to duty. A psychotic 


patient in this country -who has completely recovered 


may be returned to his home. If the psychosis lasts, 
he is transferred to a Veterans’ Facility for further 
care. In the latter case the soldier is discharged 
from the Army at the time he reaches the Veterans’ 
Facility. 

Facilities for hydrotherapy for psychotics, such as 
continuous flow tubs or specially built showers, are 
generally lacking in Station Hospitals. Mechanical 
therapy is confined to the use of either wet or dry 
packs. It has been found that disturbed patients 
can be controlled by the use of cold wet packs dur- 
ing the day and sedatives administered orally at 
night. No attempt to keep noisy patients quiet dur- 
ing the day is made; at night they are given seda- 
tives, not only to quiet them, but to permit other 
patients in the hospital to obtain sufficient rest. 


Shock therapy in the form of insulin or metrazol 
injections is not used in the Station Hospital. Since 
the discontinuance of the use of shock therapy in 
this Station Hospital, there have been just as many 
recoveries in as short a period of time through the 
use of psychotherapy. It has repeatedly been 
brought to the attention of the men on the Neuro- 
psychiatric staff that many patients do recover from 
acute psychotic episodes with the use of psycho- 
therapy only. As soon as possible a psychotic pa- 
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tient is informed that he will be discharged from 
the service. The realization of this fact often does 
much to relieve the patient of his acute symptoms. 

Many of the acute psychotic symptoms appear to 
be caused by fear, so use is made of the quieting 
effect of the neutral atmosphere of the hospital. All 
attendants and medical officers endeavor to create a 
feeling of security for the patient. Through re- 
peated interviews the importance of recovery and 
adjustment is stressed, so that he can look forward 
to returning home rather than be transferred to a 
Veterans’ Facility or State Psychiatric Hospital. 
In both psychoneurotic and psychotic cases the pa- 
tient is made to feel that he is an individual prob- 
lem, that the psychiatrist is definitely concerned 
with his welfare, and that every effort is being made 
to help him adjust to military life or, if impossible 
to continue in the service, to readjust to civilian 
life. 
tunity is taken to paint a discouraging picture of 


In the case of psychoneurotics every oppor- 


the inability to return to duty, while the advantages 
of returning to duty are presented in an enthusiastic 
light. The outstanding advantages stressed are the 
desire to be with one’s buddies and contribute one’s 
part to the War effort. 
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Women Medical Officers. 

There are currently 74 women medical officers 
serving in the Army, according to the Office of The 
Surgeon General. Of this number four are majors, 
36 are captains and 34 are first lieutenants. They 


have been certified as internists, neuropsychiatrists, 


obstetricians, gynecologists, pathologists, radiologists 
and anesthetists, and the Army has given them as- 
signments in line with their specialties at general, 
regional and station hospitals as well as at the two 
WAC training centers. Seventeen of these women 
medical officers are now serving overseas. 
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ERYTHROBLASTOSIS FOETALIS AND THE Rh FACTOR* 


Pau. Hoce, M.D., 
Newport News, Virginia. 


Erythroblastosis may be defined simply as the 
presence or increase of normoblasts in the circulat- 
ing blood. The condition erythroblastosis foetalis 
may be defined as a disease in which the primary 
disturbance consists of an abnormal destruction and 
abnormal production of red cells in the fetus or 
newborn. Dameshek, of Boston, says that erythro- 
blastosis foetalis is primarily an acute hemolytic 
anemia of the newborn due probably to an aggluti- 
native hemolytic process. Rautman, in 1912, first 
used the term, and since the recognition of the dis- 
sease Dr. Phillip Levine, of Newark, N. J., has 
probably done more than anyone to clarify the con- 
dition. 

The Rh factor is a new blood factor found in 
man. It is an antigen attached to the human red 
blood cell which was first discovered by Landsteiner 
and Weiner in 1940. The term Rh is used because 
the antigen was first found in the Macaca rhesus 
monkey. The Rh factor is found in about 85 per 
cent white people, 92 per cent Negroes, 100 per cent 
Chinese and in all Macaca rhesus monkeys. Indi- 
viduals who possess the Rh antigen are called Rh 
positive and those who do not are called Rh nega- 
tive. The Rh factor is important because on this 
basis we can explain, first, reactions following re- 
peated transfusions of compatible blood, and, sec- 
ondly, the pathogenesis of erythroblastosis foetalis. 
If the Rh agglutinogen is repeatedly introduced into 
the blood stream of the Rh negative individual it 
acts as an antigen and Rh antibodies are produced. 
This process is called immunization or iso-immuni- 
zation since both the antigen and antibodies belong 
to the same species; therefore, if an Rh negative 
patient is repeatedly given blood from an Rh posi- 
tive donor, Rh antibodies will be formed in the 
recipient’s blood which attack the Rh antigen of the 
donor’s blood, producing agglutination, hemolysis, 
and, finally, the reaction associated with blood trans- 
fusions. 

The pathogenesis of erythroblastosis foetalis may 
be explained as follows: The fetus or baby inherits 
the Rh antigen from the father who is Rh positive, 





*Read before the annual meeting of the Medical Society 
of Virginia at Richmond, October 23-25, 1944. 


through the genes. The baby’s red cells which con- 
tain the Rh antigen enter the maternal circulation 
through a break in the placenta and there in the 
blood stream of the mother who is Rh negative the 
Rh antibodies are formed. These Rh antibodies in 
turn pass back into the fetal circulation and attack 
the Rh antigen of the baby’s cells producing agglu- 
tination and hemolysis resulting in erythroblastosis 
foetalis. 

The condition erythroblastosis foetalis is charac- 
terized by jaundice, anemia, leukocytosis, enlarged 
spleen and sometimes enlarged liver, and, most im- 
portant, an increase in normoblasts. The jaundice 
is found early, sometimes at birth or occurring 24 
to 48 hours after birth. The leukocyte count may 
vary from 30,000 to 100,000. The normoblasts are 
partly responsible for this high count. The anemia 
may be moderate or severe. To make a diagnosis 
of erythroblastosis the following findings are impor- 
tant, taking also into consideration the above-men- 
tioned characteristics: The baby should be Rh posi- 
tive, the mother Rh negative and the father Rh 
positive. There is a history of repeated miscarriages, 
still-borns, or babies dying several hours to a few 
days after birth. As a rule erythroblastosis is not 
frequently found in the first born but most likely 
in the second or later pregnancies. The placenta 
may be enlarged and jaundiced; however, this find- 
ing, I believe, is an infrequent one. Congenital 
hydrops and icterus gravis may be conditions com- 
ing under the general discussion of erythroblastosis. 
Such diseases as congenital syphillis, 
etc., should be considered and ruled out. 


septicemia, 


Since, as previously mentioned, 85 per cent of 
white people are Rh positive, it would appear that 
a large number of babies would have erythroblas- 
tosis. In approximately 12 per cent of all marriages 
the wife is Rh negative and the husband Rh posi- 
tive and out of all pregnancies erythroblastosis ac- 
tually occurs in .1 to .2 per cent. Javaret has stated 
that erythroblastosis occurs once in 438 full term 
pregnancies. Such a low percentage may be ex- 
plained: 1. By the low antigenic potency of the Rh 
factor; 2. The ability of the maternal organism to 
produce antibodies, and 3. The inability of the 
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ntigen to pass from the fetal circulation to the ma- 


ternal circulation. 


[he prognosis is very poor and approximately 
per cent of these babies die. The outcome is 
thought to depend on the time the process of im- 
munization started. Pregnancies with early immuni- 
zation will result in miscarriage or deeply jaundiced 
full term babies that die early after birth, or the 
so-called congenital hydrops of which practically all 
die. If the process of immunization starts later in 
pregnancy, the baby may suffer a mild hemolytic 
anemia with a fair prognosis. 

The treatment of erythroblastosis is primarily 
transfusions. It is very important that the diag- 
nosis be made early and transfusions given early. 
A delay of a few hours may mean death. The donor 
must be of a compatible type and an Rh negative 
individual. If it is impossible to obtain an Rh 
negative donor, it is better to give Rh positive blood 
than none at all. By giving blood, the proper blood 
volume is maintained to prevent anoxemia and to 
give the baby time to rid itself of the Rh antibodies. 
The average total volume of blood of the newborn 
is between 250 c.c. to 350 c.c., so that if, all the 
babies’ blood cells were destroyed they could easily 
be replaced by Rh negative cells. It is strongly 
recommended that the blood be given intravenously. 
It may be given by the drip method over a period 
of several hours. The method of choice appears to 
be repeated small transfusions giving approximately 
10 c.c. of blood per pound of body weight. The 
most accessible veins are found on the scalp, dorsum 
of the hand and ventral portion of the wrist. The 
veins in the cubital space and on the ankle are not 
satisfactory to use. The longitudinal sinus should 
never be used. The method of “cutting down” may 
be resorted to but this is rarely necessary if one is 
versed in the technique of using scalp veins. These 
babies should not be allowed to nurse the breast. 
It is thought that Rh antibodies may be transmitted 
through breast milk. Vitamin K, iron and calcium 
given the mother during pregnancy when erythro- 
blastosis is expected has been found to be of no 
value. 

The procedure used in determining the presence 
of the Rh antigen will be briefly mentioned. The 
technique is as follows: Prepare a fresh saline sus- 
pension (.2 c.c.) of red cells to be tested. Before 
proceeding with the test examine this suspension for 
any hemolysis or agglutination. Then place at the 
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bottom of a culture tube one drop of this suspen- 
sion. Place in the same tube a drop of the anti-Rh 
Shake 
mixture very gently, then place in a water bath at 


sera (both drops should be of the same size). 


37° C. for one to one and a half hours. Centrifuge 
at 500 RPM for one minute. Resuspend gently and 
observe macroscopically for clumping. If there is 
clumping the results are Rh positive. In other 
words, the red cells contain the Rh antigen. If 
clumping is not present macroscopically, then ob- 
serve under a microscope. If clumping is not seen 
then, the test is Rh negative. At times when Rh 
negative donors are not available and Rh negative 
blood is needed, the modified compatibility test, as 
outlined by Levin, should be done. An equal amount 
of the patient’s serum and prospective donor’s cells 
are incubated in a water bath for 15 to 30 minutes 
atise” -C, 


for one minute and the sediment resuspended for 


The mixture is centrifuged at 500 RPM 


the presence or absence of agglutinations. The anti- 
Rh sera used in determining the Rh factor may be 
obtained from such commercial laboratories as 
Gradwohl, in St. Louis, or Lederle, in New York 
City. It may be obtained from the mother who has 
given birth to an erythroblastic baby. This source 
is the most reliable one and the blood must be 
obtained within two weeks after delivery. Anti Rh 
sera may also be obtained from an individual who 
has had a transfusion reaction caused by the Rh 
factor. 

Within the past six years I have seen 8 cases of 
erythroblastosis foetalis. Five of these babies died. 
Three cases I should like to present. 

The first is quite a typical one. It was the second 
pregnancy; the first baby was normal. I saw the 
baby within twelve hours after delivery and at this 
time he was deeply jaundiced, spleen was enlarged 
and the blood count revealed RBC 4,500,000, Hgb. 
95 per cent, WBC 28,000, PMN 80 per cent, lym- 
phocytes 15 per cent, monocytes 5 percent, normo- 
blasts 10 per cent. The father was Rh positive, the 
baby Rh positive and the mother Rh negative. A 
transfusion of 60 c.c. of Rh negative blood was given. 
The next day the blood count was practically the 
same except for a normoblast count of 5 per cent. 
Again 60 c.c. of blood was given. On the 13th day 
after birth the baby left the hospital in good con- 
dition. The Hgb. was 100 per cent and normoblasts 
were not present. When the baby was 20 days old 
the Hgb. had dropped to 44 per cent and normo- 
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blast count was 15 per cent. At this time he was 
given three transfusions of 50 c.c. each and when 
discharged the Hgb. was 89 per cent and normo- 
blast count 3 per cent. The spleen was still en- 
larged, but the jaundice had cleared. At the age of 
six weeks the Hgb. had dropped again to 54 per 
cent and at this time two transfusions of 70 c.c. 
each were given. After these transfusions the baby 
was able to maintain the proper blood level and has 
done well since. A total of 390 c.c. of blood was 
given over a period of six weeks, so we can say that 
practically all of the baby’s original blood volume 
was replaced. 

The second case was that of twins in which one 
had erythroblastosis foetalis and died, and the other 
was a normal newborn. This was a double ova 
pregnancy, one a boy and the other a girl. There 
were two normal placentas. The baby was intensely 
jaundiced at birth, and the spleen was enlarged. 
The blood count revealed RBC 4,600,000, Hgb. 90 
per cent, and WBC 31,300, with 30 per cent normo- 
blasts. He was given two transfusions. Just before 
death, which occurred on the third day, the icteric 
index was 400 units. Autopsy findings were those 
of erythroblastosis foetalis. This case is an example 
in which the father was heterozygous for the Rh 
factor. Two ova were fertilized, one by a sperm 
carrying an Rh positive gene and the other by a 
sperm carrying the Rh negative gene. This was the 
mother’s third pregnancy. The two others produced 
normal babies. 

The third case is that of the death of a mother 
following a transfusion of blood obtained from the 
husband. This woman had had a total of ten preg- 
nancies. Of these ten pregnancies one lived and 
that one only for two months. Some were still-borns, 
some died several hours to a few days after birth 
and other pregnancies terminated in miscarriages. 
In March, 1937, I saw one of her babies who was 
delivered at term and died several hours afterwards. 
A diagnosis of erythroblastosis foetalis was made 
for the first time. The mother was strongly advised 
not to become pregnant again. Six years later she 
became pregnant but did not take the advice of her 
physician to have the pregnancy terminated. At 
term she was delivered of a fetal monster by Cesa- 
rean section. After the operation her Hgb. was 47 
per cent with a red count of 2,000,000. A transfu- 
sion was considered and the husband was found to 
be compatible. His blood was used and the patient 
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suffered a transfusion reaction and died severa! 
hours later. The husband was thought to be an Rh 
positive individual but since there was delay in find 
ing another compatible donor and due to the urgency) 
of the transfusion, his blood was used. This case 
clearly illustrates a reaction and death following 
the transfusion of Rh positive blood to an Rh nega- 
tive mother who had previously given birth to an 
erythroblastic baby. The Rh positive baby had pro- 
duced Rh antibodies in the mother’s blood stream. 
This in turn caused agglutination and hemolysis of 
the Rh positive blood given by the father which 
produced the reaction and death. 


DIscUSsION 

Dr. Harvey BLAND, Newport News (read by Dr. T. C. 
Lawford): Dr. Hogg in his discussion of erythroblastosis 
foetalis and the Rh factor has presented in a concise 
and understandable manner a most important and com- 
plicated subject. He has been too modest to say so, but 
I am sure that by the early recognition of erythroblastosis 
in several of his recent cases and by instituting the course 
of treatment which he has outlined, Dr. Hogg has saved 
the lives of several infants which otherwise would prob- 
ably have succumbed. 

There are many fascinating considerations of this 
subject upon which it is interesting to speculate and upon 
which further investigation will no doubt enlighten us. 
Its genetic, racial and legal aspects raise many questions 
as yet unanswered. For instance, will further enlighten- 
ment on this subject give us a means of determining true 
parentage in cases in which it is disputed? Will the 
time come with the advent of state medicine when every 
premarital examination will include a determination of 
the Rh factor and marriage be prohibited or at least dis- 
couraged in those couples with an Rh factor incompatabil- 
ity? What is the explanation of the fact that 100 per cent. 
of the Chinese are Rh positive and not more than 85 per 
cent of the white race are Rh positive? Does this mean 
that the white race is further removed in kinship from its 
anthropoid relatives? Had the Japanese been used in this 
study instead of the Chinese we perhaps would have more 
definite proof of such an assumption. Does an incom- 
patability of the Rh factor contribute to the development 
of feeble mindedness? This has been suggested. Will 
other similar agglutinins be discovered which may solve 
the etiology of habitual abortions, sterility, or eclampsia ? 

And now I wish to enumerate very briefly some of the 
practical applications which we can make of this sub- 
ject from the obstetrical viewpoint. 

1. Rarely is erythroblastosis encountered in a first 
pregnancy, unless an Rh negative mother has previously 
been transfused with Rh positive blood. 

2. Every pregnant woman who has given birth to a 
suspected erythroblastotic offspring should have her Rh 
factor determined. 

3. Every obstetrical patient in which blood transfusion 
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is contemplated should have her Rh factor determined. 
An Rh negative recipient should be transfused only with 
blood from an Rh negative donor. 

4. The mother of an erythroblastotic infant should not 
nurse her baby. 

5. Premature delivery by Cesarean section is not in- 
dicated in patients suspected of bearing an erythroblastotic 
offspring. 

6. When artificial insemination is to be done, only 
sperm from an Rh negative donor should be used for an 
Rh negative recipient. 

7. No evidence has as yet been brought forth to show 


New Books. 

The following books are recent acquisitions at the 
Library of the Medical College of Virginia and are 
available to our readers, under usual library rules: 


Allport—Chemistry and pharmacy of vegetable drugs. 

American National Red Cross—Textbook on Red Cross 
Home Nursing. School edition. 1943. 

Anson, ed.—Advances in protein chemistry. 

Arnold—The Pathogenesis of Tuberculosis. 

Babcock—Principles and practice of surgery. 

Biddle—Introduction to psychiatry. 

Blanton, Wyndham—The Making of a Downtown Church. 

Carter—A laboratory course in general chemistry. 2nd 
ed. 1931. 

Christopher—Minor surgery. 1944. 

Cole—A history of comparative anatomy from Aristotle 
to the Eighteenth Century. 

Donaldson—Surgical disorders of the chest. 

Eddy—The avitaminoses. 

Ellis—The classification and treatment of injuries to the 
teeth of children. 

Goudge—Green Dolphin Street (a novel). 

Izquierdo—Bernard, Creador de la Medicina Cientifica. 

King—The recovery of myself. 

Lemon—From Galileo to cosmic rays. 

Linton—The science of man in the world crisis. 

Loeb—Biological basis of individuality. 

Mayor’s Com. on Marihuana—Marihuana problems. 

Mohr and Redwood—Practical pharmacy: The arrange- 
ments, apparatus, and manipulations of the pharma- 
ceutical shop and laboratory. 1849. 

Orias—The heart-sounds in normal and pathological con- 
ditions. 
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that Rh agglutinins are responsible for early abortions, 
premature separation of the placenta, placenta praevia 
or toxaemia. They may be a contributing factor in in- 
creasing the incidence of late miscarriages and premature 
labor. 

8. A woman having given birth to a proven erythro- 
blastotic infant should be discouraged from further child 
bearing. 

It is hoped and perhaps not too much to expect that in 
the near future some neutralizing substance will be found 
which will eliminate some if not all of the havoc wrought 
by this antigen. 


Russell—comp. and ed.—Terminal education in higher in- 
stitutions. 

Strong—Procedures in experimental physics. 

Sutton—Synopsis of diseases of the skin. 

U. S. Office of Education—Vocational-technical training 


for industrial occupations. 1944. 
Year Book of Obstetrics and Gynecology—1944. 


Army Achieving Speedy Expansion of Hos- 
pitals. 


The Army’s expansion of its general hospitals by 
70,000 beds is being rapidly accomplished through 
the conversion of existing buildings on hospital 
grounds rather than threugh new construction, ac- 
cording to the Office of The Surgeon General. 

“At many of the general hospitals,” said Briga- 
dier General Raymond W. Bliss, USA, Assistant 
Surgeon General, “there are well-constructed bar- 
racks, built with an eye to the future, which were 
used to house overseas hospital units during their 
training period. ‘These barracks are now being 
turned into wards for patients. Permanent barracks, 
built to house the hospital staff, are also being con- 
verted into wards and are being replaced with tem- 
porary barracks which can be quickly constructed.” 

Over 50,000 more patients are being cared for in 
the Army’s general hospitals than was the case three 
months ago. During the past month about 1,200 
casualties arrived from overseas daily. 
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VASA PREVIA* 


M. Prerce Rucker, M.D., 
and 
GarNET R. TuREMAN, M.D., 
Richmond, Virginia. 


The dictionary defines vasa previa as “a condi- 
tion in which the blood vessels of the umbilical cord 
where they enter the placenta present in front of the 
fetal head in labor’. This definition is open to 
several objections. The fetus need not present by 
the head, and the mother does not have to be in 
labor for the condition to exist. Nor does the um- 
bilical vessel have to be near the placenta. It may 
lie across the os uteri as it courses in the fetal mem- 
branes at a considerable distance from the placenta. 
Our second case illustrates this point. A velamen- 
tous insertion of the cord is usually a prerequisite, 
although it is conceivable that a blood vessel run- 
ning to a succenturiate placenta or between a bi- 
partite or multipartite placenta might be involved. 
Klumper*! has had such a case. Another possibility 
is an aberrant blood vessel in a normal implanta- 
tion of the umbilical cord. Sometimes in a marginal 
attachment or even an eccentric attachment, a blood 
vessel will leave the placenta and course for a con- 
siderable distance between the membranes before it 
penetrates the placental tissue. Such a vessel could 
overlie the internal os and in that case would be a 
vasa previa. No such case has been reported to the 
writers’ knowledge. 

The frequency of velamentous insertion of the 
cord is variously stated at between 0.4 to 1.25 per 
cent. Lefevre® found it present in 0.84 per cent of 
15,894 cases. It occurs 9 times more frequently in 
twin pregnancies than in single pregnancies,’ and it 
is almost a routine finding in triplets. In the last 
6,421 deliveries at the Johnston-Willis Hospital it 
was noted 15 times (0.24 per cent). It carries a 
definite risk to the fetus. The umbilical vessels may 
be compressed, causing asphyxia, or one or more 
vessels may rupture with the loss of fetal blood. 
Whitehouse* reported a case of velamentous inser- 
tion of the cord and the spontaneous delivery of a 
stillborn baby. As the autopsy showed no cause of 
death, it was inferred that the velamentous inser- 
tion of the cord was responsible. There was no rup- 
tured blood vessel in his case. The rupture of one 


*Read before the Richmond Academy of Medicine, 
April 25, 1944. 





or more of the unsupported vessels is a real hazard. 
The vessels need not run across the mouth of thi 
womb for this to happen. In the cases reported |) 
Kosmak,” Specken,** and Williamson" the ruptured 
vessels were in the fundus of the uterus. 

Vasa previa has now attained a definite place in 
In 1936 Kobak and Cohen‘ reported « 
case of velamentous insertion with spontaneous rup- 


nosology. 


ture of vasa previa in twin pregnancy, and in 1943 
Vogt® reported a case simply as vasa previa. Pre- 
viously the cases in American literature have been 
reported as a complication of a velamentous inser- 
tion of the cord. 
previa, vasa previa is mentioned in the differential 


In a recent report? on placenta 


diagnosis as a possibility to be kept in mind. 


ETIOLOGY 

The etiology of vasa previa is fundamentally de- 
pendent upon abnormalities and irregularities of the 
placenta and the attachment of the cord which leave 
umbilical blood vessels exposed in folds of the 
amnion, unsupported by either the umbilical cord 
There is an added factor, as 
yet unknown, possibly mere chance, that determines 


or placental tissue. 


the position of such blood vessels. Arey! explains 
these anomalies as being due either to growth irregu- 
larities or to the persistence and independent devel- 
opment of asymmetrical or multiple patches of cho- 
rionic villi. V. Franque’s" explanation of a vela- 
mentous attachment of the cord is the one that is 
most generally accepted. This presupposes that the 
cord arises in the beginning from the most vascular 
portion of the chorion. If this happens to be in the 
decidua capsularis, and the development of the pla- 
centa is subsequently shifted to the decidua basalis 
as the vascularity of the capsularis diminishes and 
the basalis increases, a velamentous insertion results. 

The frequency of vasa previa must be small for 
the underlying anomalies occur in less than 1 per 
cent. The chance of an unprotected fetal blood ves- 
sel lying over the internal os must be much less. 
On the other hand, many cases with unruptured 
vessels probably go unrecognized and unreported. 
We have all seen secundines with the rupture of the 
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membranes between the unruptured vessels of a 
velamentous insertion and have dismissed the occur- 
rence with the remark that the baby had a close call. 


DIAGNosIs 
The antepartum diagnosis depends upon palpating 
the pulsating vessel or vessels upon vaginal exami- 
nation. The pulsating umbilical cord which might 
be confused with a vasa previa is readily differen- 
tiated by the ease with which it is pushed aside by 
the examining finger. Ahlfeld!* made such a diag- 


After-birth of Case II. The amniotic cavity has been stuffed 
with cotton to restore its contour. The placenta does 
not show in the photograph because it is on the opposite 
side from where the membranes were ruptured. 


nosis once, and Benckiser, Ricker, Heckes, and Hol- 
liday are credited’? with having made such a diag- 
nosis. The condition should be thought of when 
there is vaginal bleeding at the time of the rupture 
of the membranes, especially if there is a change in 


the rhythm of the fetal heart sounds. Since vela- 


mentous attachment of the cord is many times more 
frequent in multiple pregnancies, vasa previa should 
be thought of when vaginal bleeding is associated 
with multiple pregnancy. The simultaneous rupture 
of the membranes and vaginal bleeding, however, 
is not a sure sign. The vessels may rupture before 
the rupture of the membranes. Lazarini! has col- 
On the other hand, the ex- 
posed blood vessels may not rupture at all. Two of 
Ahlfeld’s 3 cases had unruptured vessels. Graff re- 
ported one case with unruptured vessels and Lefevre 


lected ten such cases. 


5 such cases. Moorehead and DeCarle at the Mayo 
Clinic reported a case with a prolapsed cord in which 
they did a version and extraction because of signs 
of fetal distress and delivered the baby between the 
unruptured vessels of a velamentous cord. Most 
writers on the subject agree that the diagnosis is 
seldom made before delivery. Graff,” writing in 
1921, stated that in 51 known cases of vasa previa, 
only 4 were diagnosed during labor. The condition 
is usually mistaken for a placenta previa or a pre- 
mature separation of a normally implanted placenta. 


PROGNOSIS 

The presence of a vasa previa adds nothing to 
the risk of the mother unless through a mistaken 
diagnosis some unwarranted operation is undertaken. 
Many cases have been diagnosed either placenta 
previa or separation of a normally implanted pla- 
centa. A Cesarean section or other major obstetrical 
operation in the interest of the mother is not indi- 
cated. The blood loss is entirely fetal and blood 
transfusion to the mother is useless and not with- 
out danger. 
Graff”! 
found the fetal death rate to be 58 per cent. Most 


The prognosis for the baby is grave. 
babies have been stillborn when there has been a 
rupture of an umbilical vessel, and this applies 
whether the vessel was a previa or not. In fact, the 
few fetal survivals have all been in the previa group. 
Caffarotto’ reported three cases of vasa previa: one 
with a stillborn baby, one with an asphyxiated baby 
that recovered, and one baby that died in a few days 
of anemia, In Acosta-Sison and Datoc’s!® case the 
baby lived eighteen hours. Moorehead and DeCarle™ 
reported a case already mentioned of a multipara 
whose membranes ruptured before engagement of the 
head. When the cervix was dilated 5.5 cm., vaginal 
examination disclosed a prolapsed cord. Because 
the fetal heart tones increased from 160 to 200 and 
this was not relieved by disengaging the head, a 
manual dilatation of the cervix was done, followed 
by version and extraction. The baby was delivered 
through a hole in the membranes between the un- 
ruptured vessels of a velamentous insertion of the 
cord. The baby survived. Hartman! had a case 
complicated by marginal placenta previa. He de- 
livered the baby by version and extraction and this 
baby lived. Vogt® had a live baby delivered by 
Cesarean section under the mistaken diagnosis that 
he was dealing with a placenta previa. 
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List oF CASES FROM AVAILABLE LITERATURE 





AUTHOR 


TIME OF RUPTURE 
OF VESSEL 


MEMBRANES 


MOTHER 


BaBy 


REMARKS 





Acosta-Sison 
& Datoc™ 


Ahlfeld” 


Ahlfeld” 


Ahlfeld” 
Benckiser* 
Boley* 
Caffaratto™ 
Caffaratto™ 
Caffaratto™ 
Cazeaux™ 
Charpentier™ 
Croom* 
Croom* 
Drevfus™ 


Dreyfus™ 
Frommolt” 


Graff" 


Hartman” 


Hecker’ 


Hugues’ 
Huter® 
Klumper™ 
Knapp” 

Kobak & Cohen’ 
egy 

Kosmak® 


Langerhans* 


Lazarini® 
Lefevre? 


Lefevre? 





When the cervix was 
nearly dilated 


Unruptured 


Unknown as deeply en- 
gaged head prevented 
escape of blood 
Unruptured 

When membrances were 
ruptured 

1 hr. after onset of labor 
7 hrs. after onset of labor 


Early in labor 


At beginning of labor 
Y% hr. after rupture of 
membrane 

Early in labor 

When version was done 
At onset of labor 


At onset cf labor 
Before onset of labor 


Unruptured 


Before onset of labor 


When membranes 
ruptured 


When membranes 
ruptured 
Unruptured 


In labor 


Onset of labor 
At onset of labor 
When membranes 


ruptured 
Before labor 


Unruptured 
NI 


Unruptured 





Amniotomy 
after bleeding 
begun 

In course of 
normal labor 


At full dilata- 
tion 


In course of 
normal labor 
At full dilata- 
tion 

Ruptured when 
bleeding began 


Ruptured pre- 
maturely 


Prematurely 


At full dilata- 
tion 
Early in labor 


At full dilata- 
tion 


Unruptured 
Ruptured 


Unruptured 


At full dilata- 
tion 


Early in labor 
Unruptured 
In labor 
Ruptured 
Early in labor 
Ruptured 

4 hrs. after 
onset of labor 


Unruptured 
2 hrs. after 
onset of labor 
12 hrs. after 
onset of labor 





III para 


I para 


II para 


I para 
26 yrs. 
20 yrs. 
25 yrs. 


I para 


27 yrs. 
II para 


29 yrs. 
V. para 


40 yrs. 
Multip. 
21 yrs. 


I para 


31 yrs. 
IV para 


VII para 


I para 


27 yrs. 
I para 
26 yrs. 
II para 





lived 18 
hours 


died shortly 
dead 
lived 
dead 
died in few 


days 

dead 7 
months 
Resuscitated 


dead 


dead 


dead 
Resuscitated 
dead 
dead 


dead 
dead 


lived 
dead 


dead 
lived 





Pituitrin under diag. of pre- 
mature separation of pla- 
centa 


Pulsating vessels felt diag- 
nosed vasa previa 


Pulseless vessel felt forceps 
delivery 
Spontaneous delivery 


Forceps delivery 


Prolapsed cord forceps 


Diag. placenta previa by 
midwife 


Spontaneous del. Diag. ac- 
cidental hemorrhage 
Diag. vasa previa, pro- 
lapsed cord and placenta 
previa 

Spontaneous delivery 
Spontaneous delivery 
Diag. placenta prev., ver- 
sion, pituitrin, spontaneous 
delivery 

Lateral placenta prev., ves- 
sels felt. Baby delivered 
with forceps between un- 
ruptured vessels 


Lateral placenta prev. and 
vasa prev., bag and ver- 
sion and extraction between 
unruptured vessels 


Vessels felt but thought to 
be placenta prev., spon- 
taneous delivery 


Spontaneous delivery 
High forceps 


Vessels between 2 placentas 
ruptured 


Rupture of one vessel 
caused death of both twins 


1st twin delivered with for- 
ceps, 2nd spontaneous 
Forceps delivery 


Forceps delivery 


Diagnosed placenta prev. 
Spontaneous delivery 


Forceps delivery 
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LisT OF CASES FROM AVAILABLE LITERATURE—CONTINUED 





TIME OF RUPTURE | 


y | 
AUTHOR OF VESSEL 





At onset of 
| labor 


Lefevre® | Unruptured 


Lefevre* In 3rd stage of labor 
labor 

1 hr. before 
delivery 
Prematurely 


Lefevre’ Unruptured 


Lefevre® | Unruptured 


Morehead & 
DeCarle™ 


| Unruptured Ruptured 


Muschik*™ Before labor Unruptured 


Before labor 
Before 
Before labor 


Nijhoff” 
Noldeke™ 
Noldeke™ 
Panis” 


Unruptured 
labor Unruptured 


At onset of 
labor 


Ruptured 


Ruptured 
Unruptured 


| When membranes 
| ruptured 

Peiser™ | Before labor 
Records” Before labor 


Ricker® Before labor Ruptured 





Rucker & | Unruptured 
Tureman 

Rucker & 
Tureman 

Rucker & 
Tureman 


induce labor 
| Before labor 

induce labor 
| Unruptured 
| induce labor 
| Prematurely 


Ruge™ Unruptured 


Russin™ 


After of mem- | After 
branes 


At onset of 


Valenta® rupture 


| labor 


Vermelin®™ labor 


Vogt" | 7th month before labor | Unruptured 


Wahl” Before labor Unruptured 





MEMBRANES 


Before onset of 


| Amniotomy to 
| Amniotomy to 


Amniotomy to 


| Cervix was 6 cms. dilated | Membranes rup. | 
| soon afterwards| I para 

| 

onset of | 


| 
| End of Ist stage | 
| 


BaBy REMARKS 


wed 


Spontaneous delivery 
Spontaneous delivery 


lived | Spontaneous delivery 


| 
| 
| 
| lived 


lived 


Spontaneous delivery 


Multip. lived Accouchement force, version 
and extraction between ves- 
sels 

29 yrs. dead 
Il para 


X para 


Spontaneous delivery 


dead 
dead 
dead 
dead 


Spontaneous delivery 
Vaginal cesarean section 
Spontaneous delivery 





36 yrs. 
V para 
dead 
dead 
lived 
dead 
dead 


III para | Spontaneous delivery 


I para | Prolapsed cord 


II para 
26 yrs. 


Vasa previa felt but not 
recognized. I spontaneous 
| del. II version and extrac- 
tion 

29 yrs. 
I para 
30 yrs. 
II para 
32 yrs. 
V para 


lived Version and extraction be- 
tween vessels 
lived Spontaneous delivery 


lived Low forceps 
30 yrs. 
I para 
2+ yrs. 


pro- 





| Cesarean section for 
lapsed cord 


Resuscitated | Thin artery wall 





30 yrs. dead | Diagnosed ablatio placenta 
II para | 
25 yrs. dead 

| II para 

23 yrs. 


Spontaneous delivery 


lived | Cesarean section for pla- 
| centa prev. 

| Labor induced with pitui- 
trin. Spontaneous delivery 


II para 
24 yrs. 


dead 
I para . 





TREATMENT 

It should be emphasized that vasa previa is es- 
sentially a fetal complication. Few obstetrical con- 
ditions carry so much risk for the baby and so little 
risk for the mother. Consequently, any change in 
the management of the case must be undertaken 
solely in the interest of the fetus. Schumann™ de- 
scribes the treatment as follows: “Should the pul- 
sating vessel be palpated within the cervix, prompt 
delivery by the most available method is the only 
treatment.” The chief difficulty with this advice is 
that the diagnosis is practically never made before 
the rupture of the velamentous vessels and rarely 
before delivery. In the two cases we are reporting, 


labor was induced by amniotomy. One mother was 
delivered by version and extraction, and the other by 
Ritgen’s manoeuvre. Both mothers and both babies 
survived. Vasa previa was not suspected until the 
placenta and membranes were inspected. This treat- 
ment, judged by results, left nothing to be desired. 
Nevertheless, in the light of our comparative inex- 
perience, we are not prepared to recommend such 
treatment for vasa previa. 

Should the condition be discovered while the um- 
bilical vessels are intact, an effort should be made 
Kosmak,°* 
Hartman,!* and others suggest the use of a bag for 


to protect them as much as possible. 


this purpose. When there is full dilatation of the 
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cervix, Hartman says it might be possible to rup- 
ture the membranes between the vessels and deliver 
the baby safely per vaginam. Should the vessels 
rupture at this stage there is a good chance of sav- 
ing the baby by version and extraction. It is inter- 
esting at least, that three of the five live babies 
(including the two we are reporting) in recent re- 
ports were delivered by version and extraction. 

In the interest of the child a Cesarean section 
should be considered, especially if the mother is 
near the end of her childbearing career. This ap- 
plies also to cases with ruptured vessels if the fetal 
heart tones are of good quality. On the other hand, 
if the baby is already dead, there is no point in 
doing a section. 

Even if the baby is born alive, it is likely to have a 
severe anemia. Caffarotto! reported a case in which 
the baby died of anemia on the second day. A 
prompt blood transfusion offers the best chance of 
saving such babies. 


Case REPORTS 

Case I.—Mrs. J. J. P., age 29, a primigravida, en- 
tered the Johnston-Willis Hospital October 30, 1943, 
for induction of labor at term. Her pelvis and urine 
were normal. The blood Wassermann was negative 
and blood pressure on October 15 was 130/80. On 
October 30 it was 130/90. She had had a previous 
appendectomy. A maternal aunt had died of dia- 
betes. Otherwise, her past history and family his- 
tory were negative. The baby was in ROP posi- 
tion and the head was engaged. The Ahlfeld meas- 
urement was 29 cm. and the McDonald 35 cm. The 
cervix was soft and admitted one finger. The mem- 
branes were ruptured and after a latent period of 
29 hours, and a first stage of 17 hours and 13 min- 
utes, the cervix was completely dilated. The patient 
had been given 6 grains of sodium amytal, a total 
of 1/50 of a grain of hyoscine, and an instillation 
of ether and oil into the rectum for first stage anal- 
gesia. She was now given inhalation ether. The 
pudendal nerves were blocked. A right medio-lateral 
episiotomy was done. The baby was delivered by 
version and extraction with forceps on the after- 
coming head. The patient was given ergotrate in- 
travenously, and the placenta was delivered by the 
Brandt-Andrews method. About 200 cc. of blood 
was lost. The baby was a male 51 cm. long, and 
weighed 6 pounds 1014 ounces (3,019) grams). He 
cried spontaneously. There was a velamentous at- 
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tachment of the cord and the rent in the membranes 
was between the unruptured umbilical vessel. The 
mother and baby were discharged from the hospital 
on November 9, 1943, in good condition. Post- 
partum examination on December 7 showed a small, 
round cervix and well involuted, anteflexed uterus. 

We are indebted to Dr. Herman Bailey for per- 
mission to report the following case: 

Case II.—Mrs. G. P., Jr., age 30, gravida II, 
entered the Johnston-Willis Hospital on September 
14, 1943, for induction of labor at term. Her only 
complaint was an occasional feeling of discomfort 
in the lower abdomen. Vaginal examination revealed 
the cervix to be 4 cm. dilated and % cm. thick. 
The membranes were ruptured at 12:25 P. M. and 
the patient began bleeding immediately from within 
the cervical canal. No placental tissue could be 
felt with the examining finger. The bleeding was 
not profuse and ceased before the patient was taken 
back to her room. Labor began one hour and 35 
minutes later, and bleeding started again. ‘The 
bleeding was never profuse, but continued inter- 
mittently during the first stage of labor which lasted 
two hours and 35 minutes. During this time ap- 
proximately 75 cc. of blood were lost. The second 
stage lasted 22 minutes. A living male infant 52 
cm. long and weighing 6 pounds 6 ounces (2,890 
grams) was delivered by Ritgen’s manoeuvre. There 
was a velamentous insertion of the cord and one 
vessel ran completely around the amniotic sac in 
almost its greatest circumference to join the placenta 
on its opposite side. This vessel was ruptured at 
the junction of its first and middle-third in its 
course in the fetal membranes. The mother and 
baby were discharged from the hospital in good con- 
dition on September 21. 


SUMMARY 

A review of the available literature indicates that 
vasa previa is a rare condition which is seldom 
diagnosed before delivery. The diagnosis depends 
upon feeling the pulsating blood vessels within the 
cervix. In such case, the vasa previa must not be 
confused with a prolapsed cord. It should be thought 
of in cases of bleeding in labor or late in preg- 
nancy, especially if the bleeding occurs when the 
membranes rupture or when there is a multiple 
pregnancy. However, the exposed vessel or vessels 
may rupture before the rupture of the fetal mem- 
branes. The prognosis for the fetus is extremely 
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grave. There is no added risk to the mother except 
that due to obstetric operations undertaken under a 
mistaken diagnosis, or in an effort to save the in- 
fant. In the event that the diagnosis is made before 
delivery, any change in the management of the case 
should be undertaken solely in the interest of the 
baby. 

Two cases are reported, one with and the other 
without rupture of the blood vessels. In both cases 
labor was induced at term by amniotomy without 
the condition being suspected. One mother was de- 
livered by version and extraction and the other by 
Ritgen’s manoeuvre. Both mothers and both infants 
made uneventful recoveries. 


ADDENDUM 

Since this paper was submitted for publication 
we have had a third case. 

A 32 year old gravida V was sent into the John- 
ston-Willis Hospital September 30, 1944, on account 
of edema and high blood pressure. Family history 
and personal history were negative. She was due 
by Naegeli’s rule on October 17. The present preg- 
nancy had been normal until about the first of Sep- 
tember when she began to have swelling of the legs 
and face. Her blood pressure was 180/120; urine 
was free from albumen; heart and lungs were nor- 
mal. The cervix was one-half inch thick and one 
and one-half fingers dilated. The head was in LOA 
position and well engaged. The membranes were 
ruptured artificially. After a latent period of 2 
hours and 29 minutes, and a labor of 3 hours and 
27 minutes, the patient was delivered with low for- 
ceps of a male child 51% cm. long. The anes- 
thesia consisted of sodium amytal grs. 6, hyoscine 
grs. 1/100, open drop ether and pudendal block with 
1 per cent novocain. The baby cried immediately. 
The placenta was delivered 2 minutes later with an 
estimated blood loss of 60 cc. There was a velamen- 
tous insertion of the cord and two umbilical vessels 
ran a distance of 16 cm. in the membranes before 
entering the placental tissue. Between these vessels 
and the placenta was the rent in the membranes 
through which the baby was delivered. 


REFERENCES 
1, Dorland—W. A. Newman: American Illustrated 
Medical Dictionary. W. B. Saunders Co., 1923. 


2. Lefévre, Gaston: De L’Insertion Vélamenteuse du 
Cordon, Paris Thesis, 1896. 


. Ruge, A.: 


. DeLee, Joseph B.: Principles and Practice of Ob- 


stetrics, Philadelphia. W. B. Saunders Co., 1913, 
p. 561. 


. Whitehouse, A. J.. Am. J. Obst. @& Gynec. 33.527, 


1937. 


. Kosmak, George W.: Am. J. Obst. & Gynec. 16:438, 


1928. Idem. 4:619, 1922. 


. Williamson, H.: J. Obst. @ Gynec. Brit. Emp. 21: 


203, 1912. 


. Kobak, Alfred, J.. and Cohen, Melvin R.: Am. J. 


Obst. & Gynec. 38:1063, 1936. 


. Vogt, William H.: Am. J. Obst. @ Gynec. 45 31044, 


1943. 


. Ekas, Ward L.: New York State J. M. 44:385, 1944. 
. Arey, L. B., Curtis’ Obstetrics & Gynecology, Philadel- 


phia. W. B. Saunders Co., 1:472. 


. v. Franqué: Monotschr, f. Geburtsh, U. Gynak 12: 


128, 1900. 


. Ahlfeld, Joh. Friedrich: Berichte und Arbeiten aus 


der geburtshilflichgynakologischen Klinik zu Mar- 
burg. 1883-1884. V. II Leipzig, 1885, p. 143. 


. Lazarini, O.: La rassegna d’ostetricia e ginecologia, 


40 :415, 1931. 


. Morehead, D. E, and DeCarle, D. W.: Proc. Staf 


Meet. Mayo Clin, 6:391, 1931. 


. Caffaratto. T. M.: La ginecologia 3:364, 1937. 
. Hartman, N. G.: Monatschr. f. Geburtsk. u. Frauenkr., 


Berl. 31:289, 1868. 


. Schumann, E. A., Curtis’ Obstetrics & Gynecology, 


Philadelphia, W. B. Saunders Co. 1:506. 


. Acosta-Sison, H., and Datoc, V.: J. Philippine Islands 


M. A. 8:273, 1928. 


. Knapp: Arch. f. Gynak. 51:586, 1896. 
. Peiser, Eugen: Monatschr. f. Geburtsh. u. Gyndak. 


8:619, 1898. 


. Graff, E.: Monatschr. f. Geburtsh. u. Gyndk. 66: 


28, 1921. 


. Frommolt, G.: Zentralbl. f. Gyndk. 50:1131, 1926. 
. Dreyfus, A.: 


Bull. Soc. d’obst. et de gynéc. 21:414, 
1932. 


. Muschik, A.: Zentralbl. f. Gynadk, 56:2289, 1932. 

. Boley, Henry B.: Am. J. Obst. @ Gynec. 25:156, 1933. 
. Voldeke, H. Zentralbl. f. Gyndk. 58:351, 1934. 

. Records, J. W.: Am. J. Obst. @ Gynec. 40:504, 1940. 
. Cazeaux, P.: Traité Théorique et Practique de L’Art 


des Accouchements. Paris. 1856. p, 704. 


. Wahl, F. A.: Zentralbl. f. Gyndk. 54:1366, 1930. 

. Nijhoff: Zentralbl. f. Gyndk. 32:54, 1908. 

. Vignes, H.: Progrés méd. Aug. 26, 1933. p. 1490. 
. Russin, J.: Monatschr. f. Geburtsh. u. Gynak, 82:264, 


1929. 


. Vermelin, Henri: Bull. Soc. d’obst. et de gynec. de Par. 


13:310, 1924. 
Zeitschrift f. Geburtsh. u. Gyndk. 108: 
426, 1934. 


. Hiiter, V.: Monatschr. f. Gerburtsh. u. Gynaec. 28: 


340, 1866. 


. Specken, J. L. H.: Nederl. tijdschr. v. geneesk. 81: 


998, 1937. 





VirciIniA MepicaAL MontTHLY 


OBSERVATIONS ON COMBAT PSYCHIATRIC CASUALTIES* 


Compr. G. N. Ratnes, (MC) USN, 
and 


Neuropsychiatric Staff, 
U. S. Naval Hospital, 
Portsmouth, Virginia 


From the experience of the Neuropsychiatric Serv- 
ice, U. S. Naval Hospital, Portsmouth, Virginia, 
some isolated, and at points unconnected, observa- 
tions concerning the syndrome of “combat fatigue” 
will be presented. These observations are based on 
a two-year experience with a considerable number 
of cases, and with follow up reports on a relatively 


large group. 

It should be said immediately that these cases are 
almost entirely limited to seaborne troops. In this 
connection, it must be remembered that there is a 
wide variation in this comparable syndrome as seen 
in land troops and as seen in seaborne, or airborne, 
troops. Points of difference, therefore, from reports 
of those who have studied this emotional disturb- 
ance in marines and soldiers are more apparent than 
real, since we are dealing with a related, but not 
identical, syndrome. 

There are several important factors that alter this 
syndrome as seen in different classes of troops. In 
airborne and seaborne troops, the supporting struc- 
ture of a group of men fighting together is much 
stronger than in the infantry. At the same time, the 
threat of total destruction, rather than mere wound- 
ing, is much greater in both seaborne and airborne 
fighters. Ground troops are rarely exposed to the 
isolation and restriction in activity which is forced 
on seagoing men. Ordinarily, in ground troops, a 
dead buddy is simply a corpse left behind in the 
advance or retreat of the Army, but in a Naval ac- 
tion, as in an air action, men may be confined for 
long periods with the mutilated remains of their 
closest friends, or may be exposed to the heart rend- 
ing cries of the wounded or drowning, themselves 
helpless to assist, or may perforce struggle for their 
lives in oil covered waters with panic stricken bud- 
dies whose fight to live threatens the existence of 
their shipmates. The attachment of man to his in- 





*Read before the Neuropsychiatric Society of Virginia 
at Williamsburg, November 9, 1944. 

The opinions contained herein are the private ones of 
the writer and are not to be construed as official or re- 
flecting the views of the Navy Department or the Naval 
Service at large. 

From the U. S. Naval Hospital, Portsmouth, Va. 


strument of transportation has long been recognized. 
This emotional attachment to an inanimate object 
reaches a high degree in airborne troops, and in sea- 
borne troops becomes so intense that the ship may 
be considered a love object whose loss is a potent 
agent in the production of emotional symptoms. 
Such varying factors must be taken into considera- 
tion at every phase of management of combat in- 
duced emotional disturbance. 

So much has been written and said on the subject 
of combat psychiatric disorders that a foremost ques- 
tion in the minds of many civilian psychiatrists is, 
“Just how much of a problem is this syndrome in 
the fighting forces?”” We can give you only a very 
small part of the picture, and certainly these remarks 
should not be applied to the over-all Navy, and even 
less to the over-all Army, problem of combat fatigue. 
The release of actual figures is not permitted for 
security reasons, but, as a large Naval hospital re- 
ceiving patients from the Atlantic, the Pacific, and 
the continental limits of the United States, we can 
tell you that this is not a problem of first magnitude 
insofar as the hospitals are concerned. By far the 
majority of the work in Naval hospital psychiatric 
services remains the rapid disposition of military 
ineffectives whose disabilities are constitutional or 
parent-bred rather than combat induced. Attention 
is invited to the fact that we are not reporting on 
front line casualties, or on the over-all discharge 
rate from the Navy, or the prevalence of this dis- 
ability in other groups which will be mentioned 
later, but that we are simply stating the limits of 
the problem as seen in a continental Naval hospital. 

It should be remarked that the class of combat 
cases encountered varies in almost immediate pro- 
portion to the grade of stress placed on the Navy’s 
fighting force. 
centage of our emotional disorders are combat in- 
duced in men of previously stable personalities. The 
duration is short, and recovery is almost inevitable 
unless it is delayed by family, friends or therapist. 
As war stress lessens, constitutional inadequacy rises 
in the admission rate and true combat fatigue 


As stress increases, a higher per- 
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declines. This is a point too often overlooked in 
discussions of combat fatigue, and it must be re- 
membered constantly that experience over a three or 
six-month period may be radically modified by ex- 
perience in the next three to six months. 

It previously has been reported! that in the pro- 
duction of the symptoms of combat fatigue, four 
factors, other than the patient’s personality and the 
degree of stress applied, are commonly seen. These 
were noted to be: (1) absence of confidence in lead- 
ership; (2) 
group support caused by: entering combat with a new 


insufficient training; (3) inadequate 


unit; and (4) physical fatigue. When analyzed, 
these factors are primarily those which increase a 
man’s sense of personal fear and render it possible 
for him to break under stress which he might other- 
wise have borne and which does not necessarily 
break those about him. In any effort to chart the 
values entering into the production of symptoms, 
these factors must be carefully weighed on equal 
terms with the stress and the personality, inasmuch 
as they determine the effectiveness of the former and 
the ability to endure of the latter. 

Combat fatigue in seaborne troops is usually of 
insidious onset. Exposed to constant alerts, subma- 
rine and air attacks, and actual shooting engage- 
ments, the men gradually develop a hair trigger 
response of the physiological concomitants of fear. 
A mild degree of startle reaction appears and per- 
haps a few nightmares. Almost imperceptibly, a 
low-grade emotional depression occurs, and with it 
emerge the physiological accompaniments commonly 
seen with any depression: irritability, hostility, dif- 
ficulty in thinking, fatigability, myalgia, poor appe- 
tite and disturbed sleep. None of these are marked 
and such symptoms are so common aboard ship that 
neither the man nor his shipmates consider him ill. 
This might be known as Grade A, or ambulatory, 
combat fatigue. For practical purposes, the victim’s 
fighting efficiency is not impaired; if anything, it is 
somewhat heightened by his over-ready response to 
alarm signals and to danger. At this stage of the 
illness the patient may complain of some dizziness, 
or may report to the sick bay with vomiting, diar- 
rhea or insomnia. Here ordinarily a mild degree 
of sedation will allow him to continue with his work. 


The following is quoted from the actual state- 





1. Raines and Kolb: Combat Fatigue and War Neurosis, 
U. S. Nav. Med. Bull. 51:923-936, 1299-1309, July-Septem- 
ber, 1943. 
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ment of a combat fatigue patient: “A man who is 
out fighting the war goes through three stages really. 
At first he is all anxious to get out there and lick 
the Japs. Then he gets in first one engagement and 
then another and very soon he knows that he has 
had enough. Now, he says, ‘I would like to go back 
and show these people what the war is all about. 
Now I am a hero and I would like to go home and 
tell them about it.’ After this, though, you gradu- 
ally get to realize that you are not going back, you 
are expendable. Then everybody begins to wish that 
the ship will be hit and that the next engagement 
will be her last. Everybody on the ship is willing 
to take his chances on being saved as he feels that 
it is worth it for 30 days out of the war. When you 
get really bad, you begin to hope not only that the 
ship will be hit but that you will be killed, and not 
have to go home as you begin to find out that you 
are not like you used to be and wonder if you are 
nuts.”’ This is an unexcelled description of the de- 
velopment of ambulatory combat fatigue. 

From Grade A (or ambulatory) combat fatigue, 
three courses are open to the patient. First, and 
ideally, he may be removed from the combat zone 
and have his symptoms leave him gradually over a 
period of two to three months, without outside help. 
Second, his symptoms may continue in their slow 
progression until he is no longer able to carry on, 
and must be hospitalized. This occurs in a rela- 
tively small percentage of Naval forces suffering 
with combat fatigue. Third, he may be exposed to 
sudden emotional wracking which crystallizes the 
entire picture and precipitates, almost catastrophi- 
cally, the onset of disabling emotional disturbance. 
Such a catalytic event may run the gamut of emo- 
tional trauma in magnitude, varying from the actual 
sinking of the man’s ship, with great loss of life 
and urgent threat to himself, down to an anonymous 
letter from a neighbor informing him that his wife 
was out with a soldier last Saturday night. Since 
soldiers are land based and neighbors are unkind, 
the latter event is at least as common as the former. 

It is manifest that the cases we see in hospital 
have followed course two or course three. In hos- 
pital, then, the symptoms of this disturbance fall 
into two large groups, with a subsidiary third. The 
first group are those symptoms directly attributable 
to the unstabilized physiological response to fear, 
and include the startle reaction, to some extent the 
nightmare, and some of the somatic complaints, 
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such as dizziness, bad taste in the mouth, diarrhea, 
or a “feeling that the stomach has shrunken”. The 
second group are the earmarks of any depression, 
regardless of its cause, and consist of fatigability, 
broken sleep, irritability, hostility, lack of interest, 
sexual impotence, poor appetite, and so on. The 
third group are those directly related to the con- 
densation of the affective turmoil around an emo- 
tionally traumatic event, and concern themselves 
with projection against families, or officers, or the 
Navy as a whole, with no more rhyme or reason 
than is usually seen in projection mechanisms. 
These, as mentioned, are not primary, but follow, 
and are secondary to the other two groups. 

Our views on treatment have been previously re- 
ported.2 We believe in the abreaction of emotion- 
ally charged memories, in group living by schedule, 
and in group psychotherapy for more superficial 
complaints. We do not believe in sole reliance on 
group therapy, and we do not believe in extensive 
exploratory psychotherapy in any form during the 
acute illness. Although we frequently use sleep 
therapy for a period of 5 days, and occasionally 
use narcosynthesis or hypnosis, we regret that our 
results with these methods have not been comparable 
to those reported, probably because of a difference 
in the type of case handled at our hospital. 

We have seen too many patients in whom the 
“Grade B” degree of combat fatigue was precipated 
by minimal emotional trauma to believe that it is 
wise to perform exploratory psychotherapy on this 
group of patients. While these men are acutely ill, 
we would hesitate to raise into consciousness those 
repressed drives and conflicts which go to make up 





2. Raines and Kolb: Treatment of Combat Induced 
Emotional Disorders, 4m. Jour. Psych. 101:3, November, 
1944. 
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the normal personality. Any method of therapy 
under which a patient has recovered in three months 
cannot be assumed without proof to be responsible 
alone for the recovery, inasmuch as the course of 
this disorder is steadily towards recovery and the 
time required for evidence of beginning cure is ap- 
proximately two or three months. Methods, there- 
fore, which do not shorten this period of treatment 
must be required to furnish their own proof that 
the therapy has aided in the recovery. Methods 
which require more than three months for the cure 
of uncomplicated combat fatigue must be regarded 
with considerable suspicion as to their efficacy. 

We have pointed out that “combat fatigue” is no 
great problem in continental Naval hospitals today. 
We do not mean to imply that ambulatory, or 
“Grade A”, combat fatigue is not a much greater 
problem and one which will have to be faced before 
demobilization. It is extremely distressing to hear 
the agitation for quick demobilization of combat 
troops. Those families who urge and request such 
rapid methods are begging for their own destruc- 
tion. Aside from all non-medical views, a slow 
demobilization of combat troops will be essential if 
we are to avoid the fixation of neuroses in a large 
number of men. 

We are confident that ambulatory combat fatigue 
of the type described above is extremely common in 
men who have been exposed to combat action. Under 
the best of circumstances we may expect late casual- 
ties to occur after war’s end, but these should be 
kept to a minimum by proper handling of combat 
troops at the time of demobilization. This appears 
today to be the urgent problem in combat fatigue 
and one which must be faced by Army, Navy and 
civilian psychiatrists together. 
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MEDICAL PROBLEMS IN A CHANGING WORLD* 


Linwoop D. Keyser, M.D., 


Roanoke, Virginia. 


You have seen fit to give me the distinction and 
the responsibility of becoming your presiding of- 
ficer for the ensuing year. In doing so you have 
conferred upon me a great honor, a privilege and 
a trust for which I am deeply grateful. Let me 
express to you, with mingled feelings of pride and 
humility, my sincere thanks. 

My address will be brief and not on a scientific 
subject. Perhaps I would do better with such a 
discourse but the time and the occasion are not for 
this. We live in a world of flux, our civilization 
is being recast, and we see the old order evolving 
into something new which, whether better or worse, 
will certainly be different. Biology teaches us as 
one of its fundamental principles that any species 
which does not adapt itself to changing conditions 
will definitely, soonor or later, cease to exist and 
become extinct. Political and sociologic systems 
over the ages have likewise followed this law. In 
our own generation we have seen the practice of 
medicine change in the locale of its activity from 
the bedside at the patient’s home to the laboratory, 
to the well equipped office, to the organized clinic, 
and above all to the modern well-developed hos- 
pital. We have individually and severally adapted 
ourselves to this change and medicine has progressed. 

Now the environment changes again, and rather 
quickly too, and a new set of ‘conditions confront 
us. We are at war. The exigencies of the moment 
are met with extra, and often exhausting effort. 
With lack of colleagues, nurses, house staffs, tech- 
nicians, orderlies and domestics, without complaint 
we should and we do carry on. Yet as average doc- 
tors in an average American community we cannot 
be blind to certain challenges that the new order 
of the post-war world will shortly bring. The de- 
velopment of medical centers supplied by State and 
Federal agencies or foundations, the activity of 
many industries in affording medical care to em- 
ployees and their families, the encroachment of pub- 
lic health agencies upon certain phases of medical 
practice, the regimentation of doctors in the armed 
forces, the growing resentment of the public to the 





*Presidential Address, Roanoke Academy of Medicine, 
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so-called high cost of medical care by private phy- 
sicians when fees for laboratory and specialist con- 
sultations become pyramided to an unseemly figure; 
these things are already with us. As we look ahead 
to those days when peace shall come again, these 
innovations in our system of medical practice will, 
whether we like it or not, be further developed and 
constitute a challenge to certain ideals which we in 
America have long held sacred. 

While not expressed in our national constitution 
the right of each individual to choose the person 
who is to treat his bodily ills and to counsel him 
with regard to his health, and to keep in trust his 
confidential communications, comes almost next to 
his right to choose his religion. We prize this ancient 
physician-patient relationship and rightfully so. It 
is the heart, the keystone, the fundamental spirit 
of our medical system. 

Now to the point. Can we meet the demands of 
our modern social evolution and maintain this time 
honored right of choice of physician? Yes, I be- 
lieve we can, but not without strong effort and co- 
ordinated and cooperative planning. As you know, 
I am not an economist nor an organizer; neither am I 
presumptuous enough to propose a specific plan. 
If the 
organized medical profession does not act, State and 
their 
plans and specifications economically, sociologically, 


However, I am keenly aware of one fact. 


Federal agencies will do so. Furthermore, 
and professionally, will not be to our liking, nor, 
what is more important, will they be to the liking 
of the public which we are to serve. 


What are these demands that are being made for 
medical care at the present time and during the 
post-war period? First, an adequate supply of well- 
educated physicians and medical specialists with 
their relative location or relocation according to the 
population in definite geographic areas of the United 
States. This factor is covered most comprehensively 
by J. W. Mountin, of the United States Public 
Health Service, in a current issue of the Journal of 
the American Medical Association. ‘The gist of 
Mountin’s observations are that since the beginning 
of the century fewer physicians settle in rural areas 
or in areas of low income, where lack of essential 
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facilities such as well-organized hospitals and pro- 
fessional isolation are handicaps. In other words, 
the young physician tends to locate where community 
income is higher, where adequate hospital facilities 
are available and where he may have professional 
contact with colleagues well trained in the spe- 
cialities. 

This natural and even worthy trend has been 
aggravated by the fact that about one-third of the 
physicians of our country are now in the armed 
services, and that, due to a much criticized policy 
of the draft administration, only about one-third of 
the normal 5,000 per year supply of new graduates 
is being supplied by our medical schools. As a con- 
sequence, many areas of the country have and will 
have an inadequate supply of doctors. Not a few 
larger areas have none at the present time. 

The great opportunity for mass relocation of phy- 
sicians will come after the war. A large number of 
physicians in military service will never have been 
in private practice and those who have been, will 
have been absent for such a time that resuming 
practice will be essentially the same as _ starting 
anew. Just how many medical officers will be re- 
leased from the armed services and how soon they 
will be released are questions concerning which lit- 
tle information is given by governmental circles. 
How many men will be induced, persuaded or com- 
pelled to remain in the army, navy and rehabilita- 
tion centers at home and abroad during the next ten 
years is enigmatic. We may make certain, however, 
that the percentage to be employed by the govern- 
ment in such projects will be not an inconsiderable 
percentage of the whole. We may make equally cer- 
tain that the policy of the administration in power 
will be one of attempting the control of relocation 
of these doctors in some definitive and equable geo- 
graphic manner. 


A second demand to be made on our profession is 
a program for better coordinated activity between 
the private medical practitioner and the State and 
Federal public health agencies. We have accepted 
as essential and expedient the State care of the in- 
sane, of the tuberculous, its control of community 


sanitation. State laboratories have taken over in 
large measure the serologic, biologic and _ bacteriol- 
ogic examinations formerly done in hospitals and 
private laboratories. Prenatal, maternity, post-natal, 
pediatric, orthopedic and many other types of clinics 
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under health department supervision have come into 
being and their zone of activity constantly spreads. 
Programs for the health examinations of school chil- 
dren, their teachers, the examination of food servers 
and of industrial workers go pari passu with the 
tabulation of vital statistics. While such examina- 
tions are for the most part made by private doctors, 
strong inferences and even activity in outlining the 
therapy are given for those not meeting certain health 
standards. 

To our present endemic and epidemic diseases 
with which the Federal and State health services 
have properly concerned themselves, will shortly be 
added tropical and other exotic diseases brought 
home by returning troops and augmented by a newer 
and more frequent travel relationship between peo- 
ples from remote areas of the world. How far will 
health agencies go in the control of such diseases, 
and how much of the program can be or will be 
given to the medical practitioner? We have as a 
rule yielded and not reluctantly to the health service 
diagnosis and prophylaxis of preventive disease. 
We have not been so eager to yield to the State the 
therapy or treatment of this category of medical 
problems. 


If one reads, as each of us should, the July 22nd 
issue of the Journal of the American Medical Asso- 
ciation, the evidence of our national physical fitness 
revealed by Col. L. G. Rowntree on the basis of 
13,000,000 physical examinations of selective service 
registrants over a period of nearly four years, one 
finds that the state of the nation so far as the health 
of its youth is concerned is not one of which we 
can be proud. An approximation of the truth from 
a legion of rather embarrassing statistics, is that 
about 50 per cent of the selectees have been found 
unfit for service, if measured by the standards in 
use at the beginning of the war. May I quote a few 
lines from Col. Rowntree’s report? ‘Not only do 
the defects, deficiencies, disabilities, disorders and 
diseases abound, but, in addition, many of the reg- 
istrants were found to be pampered, soft, flabby and 
in need of conditioning. Special training in phy- 
sical fitness was necessary, after induction, which 
represented weeks of wasted time and effort which 
could have been avoided if every young man prior 
to induction had made himself physically fit. 


“Lack of physical fitness prevailed among the 
youth of the country because the nation failed to 
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recognize its importance and because youth itself 
failed to earn fitness. * * * 

“Physical fitness is a matter of development.” 
It “is the bodily state which combines maximum 
power and efficiency, with the minimum time for 
recovery after exhaustion. It cannot be acquired 
overnight. It is a matter of evolution.” 

So important loomed the problem that, in 1943, 
the President created a national committee on phy- 
sical fitness under the Federal Security Agency. 
This committee is at present at work with plans 
which again we may make certain will have to do 
with the private practice of medicine and the con- 
ditions under which it is done. 

Along with such exact statistical evidence from 
what should be the most hardy element of our popu- 
lation, viz., our young men and women, we turn to 
our general civilian population of all age groups. 
We recognize at once the obvious physical and men- 
tal retardation of inhabitants of certain mountain 
and rural districts and in our city slum areas. Even 
our own centers of indigency and poverty within the 
relatively healthy city of Roanoke are known to us 
and recognized as the homes of the sociologically 
and physically unfit. In spite of our oft vaunted 
medical progress, in spite of the repeatedly empha- 
sized increase in longevity, in spite of therapeutic 
miracles brought about by such medical progress 
under our private system, we are confronted with 
the fact that disease, illiteracy, ignorance and phy- 
sical unfitness are still all too abundantly with us. 

From such a background certain elements of our 
population, with the encouragement of our national 
administration perhaps, feel the need for a thorough 
reorganization of medical practice, this with a view 
to providing medical care, preventive, diagnostic and 
therapeutic for all, with rehabilitation, health edu- 


cation and physical fitness thrown in. This is the 


challenge that confronts us as private practitioners 


and one which, if we are to maintain our status as 
private practitioners, we will have to meet. If the 
organized medical profession fails to meet such a 
challenge, make sure again our national government 
can and will meet it for us in a manner which will 
be distasteful to us as doctors, and even more dis- 
tasteful to the mass of the people who constitute 
our patients. 

Now, let us examine the program of the govern- 
ment which presents itself under the title of “so- 
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cialized medicine”. The program at present has 
many variants but these variants all seem centered 
about one chief principle, viz., the domination of 
medical care, its administration and compensation 
by the United States Public Health Service and its 
financial support by some form of taxation. Let us 
listen to Dr. Thomas Parran, Surgeon General of 
the United States Public Health Service, address- 
ing a Senate committee on July 12th of this year. 
He approaches the question cautiously, perhaps not 
desiring to offend the medical profession. 
the less his stand is positive. 


None 


“It is my belief that we can have a national 
health program fitted to the nation’s needs and the 
social and economic problems of the 48 states, not 
entirely with socialized medicine but not with more 
private medical practice than we now have.” 

He outlined a plan for 417,000 hospital beds and 
2,400 health centers and sub-centers costing $1,989,- 
000,000, not including the health needs of veterans, 
which he said the nation must have to get on a 
sound basis. 


“As our knowledge increases,” he said, “the need 
grows for putting this complex science (research, 
diagnosis and treatment) to the service of the people 
by groups of trained persons working as a team. 
The day of the country doctor of the saddle bags is 
past. Public health is the paramount public con- 
cern of our modern society.” 

Parran advocated an integrated system of public 
health service beginning with health centers in every 
community feeding general and specialized hospi- 
tals. He said that prepaid insurance plans, such as 
the Blue Cross, strongly advocated to the Senate 
committee by Dr. Claude W. Munger, of the Ameri- 
can Hospital Association Council on Government 
Relations, “do not seem applicable to the large low 
income groups” which constitute the ‘major finan- 
cial burden on voluntary hospitals.” 

The most definite scheme proposed, one which 
goes beyond what the Surgeon General is willing to 
demand at the present time and which represents 
the ultimate goal for socialized medicine, was intro- 
duced, in a Senate bill, by Senators R. F. Wagner 
and Jas. Murray on June 3, 1943. Through taxa- 
tion under the Social Security system a compulsory 
health insurance is proposed. From this free gen- 
eral medical service, special medical, laboratory and 
hospitalization benefits are to be offered to more 
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than one hundred and ten million people in the 
United States. To the Surgeon General of the Pub- 
lic Health Service would go the power and the au- 
thority, (1) to hire and establish rates of pay pos- 
sibly for all doctors; (2) to establish fee schedules 
for services; (3) to establish qualifications for spe- 
cialists and to have the responsibility of designating 
them; (4) to determine the number of individuals 
for whom any physician may provide service and 
(5) to determine arbitrarily what hospitals or clinics 
may provide service for patients. From a 6 per cent 
employer paid and 6 per cent employee paid tax on 
wages paid up to $3,000 per year, from 7 per cent 
on income of individuals, self employed, up to 
$3,000 per year, and from a 3% per cent tax on Fed- 
eral, State and municipal employees, twelve billion 
dollars per year would be raised. From this sum, for 
medical care and hospitalization about $3,000,000,- 
000 per year would be allocated. 

In fairness to the bill, it does provide that any 
physician qualified by a State may furnish medical 
service, and every individual may be permitted to 
select his own doctor or to change his selection, but 
it is carefully noted that this shall be done only 
under such rules and regulations as may be pre- 
scribed by the Surgeon General. A plan for the 
utilization of present established hospitals under the 
term of “participating” hospital is provided. This 
selection is again determined by the Surgeon Gen- 
eral. 

The Wagner-Murray bill will probably never be 
enacted into law, but it does constitute the first “blue 
print” of the governmental objective. In its philo- 
sophical concept and mechanics of administration 
it is truly totalitarian and means the ultimate regi- 
mentation of our profession. What would be the 
picture of medical practice under such a system? 
First, the Surgeon General becomes a supreme all 
out commander, a medical dictator or czar; second, 
the right of the patient to choose his physician will 
be so curtailed that after a time it will become a 
lost privilege; third, political influence in selection 
of physicians will appear and the incentive for 
progress in practice by individual effort to establish 
confidence with patients and with medical colleagues 
directly will be suppressed to such an extent as to 
become relatively non-existent. Fourth, the patient— 
and after all this is the most important party con- 
cerned—will suffer, all too frequently, from ill- 
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timed, impersonal and indifferent care. His status, 
so far as State employed doctors are concerned, might 
become little if any better than that of the average 
dispensary or hospital free ward patient under our 
present system. Furthermore, those little confidences 
that exist between the patient and his physician will 
consistently become a matter of record in governmen- 
tal files open to inspection by all. 

Now we as individual physicians are concerned 
first with the diagnosis and treatment of disease in 
individual patients. As a group we are sponsors of 
the public health and of the physical, mental and, 
to a great degree, of the moral welfare of our nation. 
What have we done, what are we doing and what 
must we do to meet the conditions that have given 
rise to a demand for socialized medicine? How are 
we to avoid the possibility of becoming cogs in a 
political machine? I would, with my limited and 
inadequate background, be presumptuous to offer 
any detailed solution of this problem. However, it 
is within my province as president of a local society 
in this period of our changing economic life to bring 
these facts again and again to your attention. I 
will essay to go further and to express a few per- 
sonal impressions as to certain principles of possible 
action. First of all, we should familiarize ourselves 
with the problems at hand and study the activities 
of agencies which may destroy private practice. We 
must, above all, give thought and expression to plans 


' which will meet the care of the indigent and answer 


the demands which State medicine proposes to satisfy. 
We must encourage voluntary health and prepay- 
ment hospital and medical service insurance. Sec- 
ond, our delegates to the State and national societies 
should be encouraged to study with other delegates 
from similar societies the medical needs of the na- 
tion at large. There is need for development of a 
better feeling and more coordinated planning be- 
tween the American Medical Association, the United 
States Public Health Service and the Federal Gov- 
ernment. 


From reading the press, both medical and gen- 
eral, one senses the fact that during the past ten 
years there has grown up a feeling of antagonism 
between the American Medical Association and the 
government. Federal courts, at least in one instance, 
have held our organization to be a union in restraint 
of trade and have imposed a fine therefor. This 
impression must be corrected. The people and their 
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.government must be shown that the American Medi- 
cal Association is a democratic organization of doc- 
tors, a body which has evolved from many such 
organizations from the time of Hippocrates over the 
centuries to the present day. It is a group of col- 
leagues with a purpose of controlling medical prac- 
tice in such a way as to bring the humanitarian 
principles of medicine in the light of progressive 
science to the population at large, and this in the 
most efficient manner possible. The record of the 
Association and its affiliated 
bodies during the past fifty years in achieving these 


American Medical 


ideals to a surprising degree must be impressed 
upon the public. 

Third, while insurance for medical and hospital 
care is growing and will cover large groups it will 
not meet the requirements of many, such as the 
ignorant, the indifferent (and this is a very large 
class) and the indigent. Taxation to defray expenses 
of medical care for the poor and for low income 
groups may be evolved as a method of compulsory 
health insurance superior to a voluntary system. 
However, this evolution should be controlled not by 
the government alone but by the government in co- 
operation with the medical profession. The doctors, 
and not the politicians nor any single political ap- 
pointee, should lead the way and establish the prin- 
ciples of conducting national medical care. Our 
chief task will be that of educating the people, for 
it is what the mass of the people demand that will ul- 
timately prevail. Such education cannot be conducted 
by brief conversation with individual patients. The 
press, the magazines, the radio-and civic clubs must 
be used to enlighten the public and its political rep- 
resentatives as to the dangers which socialized medi- 
cine will bring in prohibiting individual choice of 
physicians and in affording inferior medical care. 

Mass treatment of groups of peoples collectively 
is never satisfactory. Under such a system the pa- 
tient is ticketed and _ billeted after the 
manner of an animal in the stock yard. His per- 


somewhat 


sonal feelings about himself or his family would 
have about an equal opportunity for expression. 
State medicine can offer little to take care of those 
little temperamentalities, emotional characteristics 
and the little individual niceties which we express 
by the word personality, all of which we know to 
be so important when we as private practitioners 
deal with the individuai case. Under any system of 
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mass medical practice the individual’s very indi- 
viduality must of necessity be submerged. 

I was pleased to read Dr. Wyndham Blanton’s 
recent survey of the problem in a recent issue of 
the Commonwealth, the official, organ of the Vir- 
ginia State Chamber of Commerce. More such ar- 
ticles are needed. Now, for good reasons, I am sure, 
the National Physicians Committee for the Exten- 
sion of Medical Service, was founded as an organi- 
zation separate from the American Medical Associa- 
tion to help us in dealing with this problem. This 
organization represents the coordinated opinion of 
the members of the American Medical Association 
in great part and it should be supported. 
I am glad to 


We are 
periodically receiving its literature. 
see that the Committee urges us to distribute its 
pamphlets to civic organizations and to enlighten 
our political representatives as to its purposes. The 
growth of such an organization may be a powerful 
influence in helping us as a profession to keep our 
dignity and to assure the American patient that he 
will reap the benefits of continued medical progress. 
Let me repeat: Any program which the medical 
profession may present should be devised by repre- 


sentatives of this profession through its recognized 


agency, the American Medical Association, this in 
coordination with governmental agencies. Coopera- 
tive committees from these bodies could make a 
survey of local and State needs for medical care. 
Certain centers could have local, State or govern- 
mental hospitals supported in part or in whole by 
government aid. Staff appointments to such insti- 
tutions could be made from licensed practitioners, 
their specialty and consultant ratings being deter- 
mined in accordance with standards prescribed by 
the American Medical Association and its affiliated 
societies or certifying boards. The patient should 
have his choice of doctor, within the limits of this 
physician’s qualifications as a practitioner or spe- 
cialist. Insurance compensation should be accepted 
as total or partial payment for professional services 
as determined by local society action or by agree- 
ment between the patient and physician. The phy- 
sician should continue to have the right to refer his 
patients to colleagues of their mutual choice for con- 
sultation. Physicians and not political agencies 
should have predominant influence in making ap- 
pointments of medical personnel in the organization 


of staffs of hospitals and clinics. In the hands of 
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the physician should continue to rest matters of 
regulation of practice and of discipline when nec- 
essary. 

These are some ideas that occur as on? reflects 
upon. the problem. Doubtless many of them are 
impracticable. Perhaps some of them are not even 
But we must start thinking and giving 
expression to our opinions. The time for action of 
the medical profession is at hand. We doctors are 
all too conservative and have in our organizations 
throughout the centuries conducted our proceedings 
with dignity and the avcidance of exhibitionism be- 
fere the public. This is as it should be, but when 


necessary. 
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an incubus comes which threatens to destroy this 
very feature of professional conduct, we can hardly 
afford to sit back in smug complacency and see our 
system of practicing and of professional living 
undergo disintegration. Rather we should, we must, 
we can meet the demands of a changing world and 
show the public a better and happier solution to its 
health problems than any plan of Federal regimen- 
tation of physicians can possibly offer. This is the 
task that lies immediately ahead for the American 
medical profession. 


909-11 Medical Arts Building. 





Educational Opportunities for Army Doctors. 

Since the start of World War II, over 6,000 
selected medical officers have been graduated from 
short but intensive courses given by the Medical 
Department in some thirty critical medical and sur- 
gical specialties, according to Major General George 
F. Lull, Deputy Surgeon General. In addition, re- 
fresher courses in general medicine and surgery pro- 
vide medical officers with a chance to “brush up” 
before returning to professional assignments after 
other duty. 

Many doctors also benefit while in service from 
working under key professional personnel in military 
hospitals. Other medical officers who have been on 
duty with combat troops in the field are given an 
opportunity to brush up on their specialty through 
the rotation policy. 

General Lull reported that 350 doctors have been 
reassigned from field to hospital duty during the 
past year in the Mediterranean Theater and “the 
merit of intra-theater rotational plans has been 
pointed out to other theaters, and is being encouraged 
in order that the maximum number of doctors might 
receive refresher training while they are still in 
military service.” 

Naturally, professional training of medical corps 
officers during military service must be restricted to 
meet military rather than civilian requirements. 
However, General Lull said, The Surgeon General 


is keenly interested in the welfare of these doctors 
and will provide “insofar as is possible” oppor- 
tunities for professional training. 

In the post war period, he added, all doctors will 
be entitled to professional training, after their re- 
lease from service, under the G. I. Bill of Rights, 
and those who remain in the Army will have the 
opportunity for refresher training at selected military 
hospitals and civilian schools. 


New Type Ambulance. 

An improved ambulance, which will carry twelve 
instead of four litter cases in greater comfort, has 
been developed at the request of The Surgeon Gen- 
eral by the Ordnance Department in collaboration 
with the Army Medical Department. By May 31 
twenty-five of these new ambulances will be carry- 
ing casualties from ships and planes to Army Hos- 
pitals. 

The new ambulance has an aluminum body with 
a front wheel drive which allows the bed of the truck 
to be placed lower, making it easier to move patients 
in and out. It is smoother riding than the old type 
and provides such refinements as a heater for use in 
cold weather, roof ventilating fans to keep the air 
fresh, window shades to provide privacy in traffic 
and individual electric lights over each litter. There 
are ample compartments for bedding and utensils. 
A comfortable seat is provided the attendant next 
to the driver. Both sit enclosed with the patients. 
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PAROTID DUCT FISTULA— 
REPORT OF A CASE WITH A SIMPLE METHOD OF TREATMENT 


C. I. SEAsSE, M.D., 
Richmond, Virginia. 


This 


com- 


Mr. F. L. P., white, male, married, age 453. 
man came to my office during June, 1925, 
plaining of a small tumor of the right cheek. Ex- 
amination revealed a rounded tumor about three- 
quarter inches in diameter and which was freely 
movable just beneath the skin located about one 
inch in front of the lobe of the right ear. The tumor 
was painless and had been present for several years. 
It had not increased in size noticeably for the past 
year. Thinking it was probably a small sebaceous 
cyst it was removed under novocain anesthesia in 
the office. When the tumor had been almost com- 
pletely removed, it was found to have a dense fibrous 
attachment deep in the cheek which had to be cut 
with scissors. The wound was closed with skin 
sutures. 

After the patient had gone, the tumor was exam- 
ined more carefully and was thought to be a cyst of 
the parotid gland involving the proximal end of 
Stenson’s duct. This operation was done about 9 
P. M., and the patient appeared early the next morn- 
ing after breakfast with the statement that there was 
a great leakage of fluid from the wound which ran 
down over his cheek, neck and shoulder while eat- 
ing breakfast. There was no doubt then as to the 
diagnosis. 

The different procedures for treatment of a fistula 
of Stenson’s duct did not appeal to me as desirable 
under the circumstances, as they mostly involved 


major surgical procedures, especially of a fistula 
located as this one was—in the masseteric portion 
of the duct,—so the following simple procedure was 
attempted and succeeded beyond all expectations. 
The procedure was as follows: 

Stenson’s duct was first dilated with small silver 
probes. After three or four days I had an eye drilled 
in the end of one of the silver probes. The probe 
was passed from within the cheek outward through 
the fistula. A strand of silkworm gut was threaded 
through the eye of the probe and a tight knot tied 
about two inches from the end of the probe. The 
ends of the silkworm gut were cut close to the knot. 
the silk- 
the knot 


The probe was then withdrawn, bringing 
worm gut strand into Stenson’s duct and 
into the wound. The silkworm gut was then cut 
from the probe leaving about one-half inch extend- 
ing inside the cheek. The fistula was then closed 
with fine silk. 

There was no further leakage of saliva from that 
time on. After a week the fistula was healed firmly, 
so, with some misgivings, the silkworm gut was 
pulled out of Stenson’s duct, the knot coming 
through fairly easily. The patient is well to this 
day—twenty years after the operation. 

No originality is claimed for this simple pro- 
cedure but I have not seen it described elsewhere. 


505 Professional Building. 





Favorable Reports on Trench Foot. 

Reports from the Army general hospitals at Camp 
Butner, N. C., and Camp Carson, Colo., which are 
trench foot treatment centers, indicate that the cases 
now under treatment are for the most part mild. 
Lieutenant Colonel Roy H. Turner, MC, Acting 
Division, Office of 


The Surgeon General, who recently returned from 


Director, Medical Consultants 


an inspection trip, stated that, with the exception 


of a very small percentage of cases, evidence of in- 
jury to the feet is slight and recovery is both rapid 
and exceedingly satisfactory. 


The mildness of trench foot cases now being 


hospitalized is largely due, in the opinion of Colonel 


Turner, to the Army’s intensified education of troops 
concerning trench foot which has resulted in the 
prompt reporting of cases, early diagnosis, and im- 
mediate treatment. 
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LOBAR PNEUMONIA—ANOTHER ETIOLOGIC VIEWPOINT 


HoLcoMBE Rosertson, M.D., 
Richmond, Virginia. 


Three diseases of man are so similar in some of 
their characteristic symptoms that a similarity in 
etiology is suggested. The diseases are malarial 
fever, relapsing fever and primary lobar pneumonia. 

The symptoms referred to are: 

Ist: The prolonged, severe chill. 

2nd: The rapid rise in temperature to 104 F., or 
higher. 

3rd: The continuous high fever throughout the 
paroxysm, or the disease—a few hours in malarial 
fever, four to ten days in the other two diseases. 

4th: The rapid or critical fall in temperature to 
normal or below at the termination of a cycle or of 
the disease. 

5th: The marked labial herpes. 

6th: The comfortable state of the patient after the 
crisis—for the duration of the apyrexial period in 
malaria and relapsing fever, permanently in lobar 
pneumonia. 

In malarial fever and in relapsing fever these 
phenomena are associated with definite phases in 
the life cycles of known protozoal organisms. Their 
sudden appearance in the blood stream, their con- 
tinuance therein, and their disappearance into a 
known and an unknown tissue, respectively, for pur- 
poses of further reproduction, are understood in 
large part. 

In lobar pneumonia these symptoms are equally 
as striking as in the other two diseases. Our uni- 
versal belief is that in this disease the characteristic 
phenomena are due to the pneumococcus acting as a 
pathogenic organism in lung tissue. We maintain 
this belief in spite of the following recognized facts: 

lst: The pneumococcus, acting pathogenically in 
other tissues or organs of the human body, produces 
no such explosive train of events as is seen in lobar 
pneumonia. 

2nd: There is no known product of the pneumo- 
coccus which may account for the symptoms in this 
disease. 

3rd: The pneumococcus is a harmless parasite in 
the respiratory tracts of a large percentage of human 
beings. 

4th: The pneumococcus is absent from the sputum 
in many cases of lobar pneumonia. 


5th: The pneumococcus is absent from the blood 
in the larger percentage of cases of this disease. 

6th: The presence or absence of the pneumococ- 
cus in the sputum and/or the blood is the same after 
the critical fall in temperature as before, yet the 
patient goes on to recovery. 

7th: No bacterial disease is associated with the 
phenomenon known as the crisis (lobar pneumonia 
for the present excepted). 

8th: It is not possible, nor is there a reason, thus 
to question the relationship of cause to effect in any 
disease of known bacterial origin (lobar pneumonia 
for the present excepted). 

9th: Action based upon the pneumococcus theory 
of causation has brought forth nothing of value in 
the prevention of lobar pneumonia over a long period 
of years. 

So it must, in all seriousness, be asked: “What 
is wrong with this picture? Why the indefiniteness 
and inadequacy in explaining lobar pneumonia when 
the pictures in malaria and in relapsing fever are 
so clear?” The obvious answer is that there must 
be an error in the accepted belief as to the cause of 
lobar pneumonia. It is easy to assume that a pro- 
tozoal organism akin to that of relapsing fever, 
rather than the pneumococcus, is the cause of this 
If this were true, the organism would have 
only one cycle in the human host instead of two or 
It is known that 


disease. 


more, as in the other two diseases. 
in some outbreaks of relapsing fever 25 per cent of 
the cases show no relapse. A case of relapsing fever 
that does not relapse and a case of lobar pneumonia 
with the respiratory symptoms out of the picture 
would be identical symptomatically. 

Considering lobar pneumonia as a spirochaetal 
disease, the causative organism would, upon intro- 
duction into the human host, seek out the specific 
tissue in which it could grow—the lung. Having 
established itself, multiplication would take place in 
the inter-spaces of the alveolar walls. At the time 
of maturation—the end of the incubation period— 
the walls would be ruptured and the air-cells of the 
affected lobe would be filled with blood. The spiro- 
chetes, escaping into the general circulation, would 
give rise to the chill and initial rise in temperature; 














1945 ] 






their continued presence in the blood would cause 
the continuance of the fever; their death at the end 
of the appointed span of life would bring about the 
Ease and 
comfort for the patient would ensue in so far as this 
is possible with a large section of the lung func- 


sudden cessation of the fever—the crisis. 


tionally inactive. The disease is ended. 

The lung pathology is as it must be when the 
air-cells have been filled with blood which clots and 
must be removed slowly by liquefaction, absorption, 
and expectoration. The exudate obtained by lung 
puncture is at first bacteriologically sterile in most 
instances. This pathology is entirely incidental to 
the reproduction of the spirochetes and has little 
significance in relation to the course of the disease— 
little more than would the collapse of the same lobe. 
If the crisis can occur before the host is irreparably 
damaged by the hypothetical parasite, recovery takes 
place regardless of the condition of the lung. 

The protozoal diseases, generally speaking, are 
not accompanied by a leucocytosis. They are largely 
chronic in their nature. Relapsing fever, however, 
is associated with this phenomenon, as reported by 
Manson, by Castellani and Chalmers, and by Rogers 
and Megaw. Lobar pneumonia has a high leucocyte 
count—often extremely high—yet this alone might 
not rule it out of the protozoal class. 

The 1oca1l—pulmonary—discomforts in lobar 
pneumonia are in marked contrast to the absence 
of such local discomforts in malarial fever and in 
relapsing fever. There are no local symptoms at- 
tendant upon the rupture and destruction of in- 
numerable red blood cells when a new crop of 
malarial parasites is ushered into the blood stream. 
The field of incubation of the spirochetes of relaps- 
ing fever is unknown, but it is evidently in some 
tissue or organ not affected to the point of causing 
physical discomfort in the patient. The choice of 
lung tissue as the field of incubation in lobar pneu- 
monia predetermines and makes necessary the local 
discomforts in this disease. 

The early occurrence of the crisis is the primary 
hope in lobar pneumonia. To be able to bring this 
about artificially is of highest importance. Such an 
issue would seem possible in a disease of spirochetal 
origin treated by intravenous or intramuscular medi- 
cation as is done in relapsing fever, and sometimes 
in malaria. All older practitioners must be familiar 
with the many reports of the successful treatment 
of lobar pneumonia by quinine, given by mouth. It 
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is significant that a drug specific in one type of 
protozoal disease should so often have been noted 
as of apparent value in pneumonia. It would be 
easier to understand the effectiveness in lobar pneu- 
monia of the sulfa drugs, if these were operating 
against spirochetes present in all cases of the disease 
rather than against pneumococci which are absent 
from the blood of a majority of such patients. 

The above thoughts apply to primary lobar pneu- 
monia. A slight change in the function, if not in 
the morphology, of the hypothetical parasite, might 
give an organism which would act to produce pri- 
mary bronchopneumonia with its somewhat different 
symptoms and pathology. Such a close resemblance 
in spirochetes and in their resultant diseases is seen 
in the treponema pallidum and the treponema per- 





tenue—and in syphilis and yaws. 

No spiral organism has been observed in lobar 
pneumonia—if it has been sought. The treponema 
pallidum, it must be remembered, is visible only in 
the dark field and it is possible that other organisms 
of this type are even more nearly invisible. 

In order to explain the crisis under a spirochetal 
theory of this disease it is not necessary to assume 
an immunity. The critical fall in temperature records 
only the cessation of activity in a group of spiro- 
chetes when the one and only cycle of life has ended. 
Under a pneumococcus theory of causation an at- 
tempt to explain the crisis as the sudden attainment 
of an immune state must ignore the following facts: 

lst: There is no immunity following an attack 





of lobar pneumonia. 

2nd: The probability that any product of the 
pnheumococcus can produce an immunity is open to 
grave doubt. 

3rd: Where definite and lasting immunity is 
known to follow infectious diseases, this state does 
not appear with the startling rapidity of the pneu- 
monia crisis—it is determined after the event, in 
diseases of gradual cessation. 

The epidemiology of lobar pneumonia might be 
no less obscure under the suggested explanation than 
under that now accepted. Yet the shift to a spiro- 
chete as the causal factor in the primary pneumonias 
would open the way for a shift from the air-borne 
method of transfer in these diseases to transfer by an 
insect, as in relapsing fever and malaria. 

It is well known that “American” relapsing fever 
had nearly disappeared from the scene before the 
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beginning of the present century. The cause of this 
disappearance is not known. Lobar pneumonia in 
the years since 1900 has shown a tendency to follow 
a like course. The disease has declined to a marked 
degree without obvious reason. 

The thoughts here expressed are, of course, en- 
tirely speculative. They are based upon a long-time 
dissatisfaction with a belief that is largely illogical. 
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It seems that the substitution would transform an 
indefinite and inconsistent picture into one of clarity 
and satisfaction. 

Investigations along intimated lines might not be 
out of place regardless of the skepticism with which 
these thoughts will no doubt be received. 


3912 Seminary Avenue. 





Famous Scenes in American Medical History 
on Exhibition. 

Some of the most celebrated and dramatic scenes 
in the history of American medicine are on exhibi- 
tion in oils at the Enoch Pratt Library in Baltimore. 
Dean Cornwell, noted American muralist and genre 
painter, and member of the National Academy, is 
exhibiting the series of paintings he has executed to 
date for the ‘‘Pioneers of American Medicine” series 
for Wyeth Incorporated, well known ethical drug 
concern of Philadelphia. 

The exhibition, which is open to the public every 
weekday from 9 A.M. to 9 P.M. until May 12, 
records on canvas in faithful detail colorful events 
in American medicine which have gone down in 
history as marking another step forward in man’s 
fight against disease and suffering. 

As in the other arts and professions recognition 
was slow in coming to the American physician and 
surgeon for his contributions towards the advance- 
ment of medical science and knowledge, due to our 
dependence on the great European universities and 
institutions. But beginning with the middle of the 
last century, American medicine and surgery began 
to make their influence felt throughout the world 
through the work of such celebrated pioneers as 
Dr. William Osler, who helped to establish Johns 
Hopkins University; Dr. Ephraim McDowell, father 


Dr. William 


whose recorded observations of the action of the 


of abdominal surgery; Beaumont. 
processes of the stomach during digestions is now 
a classic: William Proctor, Jr., father of American 
pharmacy; Major Walter Reed, who proved in a 
series of dramatic experiments that the female mos- 
quito was the carrier of the dread disease Yellow 
Fever; and others. 

It is these famous American pioneers, in the midst 
of their earth-shaking discoveries, that Mr. Cornwell 
has depicted in the series on exhibition. 


New Upjohn Message Implements Educa- 
tional Campaigns. 
The sharp increase of rheumatic fever among 


children and its prevalence among our armed forces 
have centered considerable attention on this serious 
medical problem. In New York City alone, rheu- 
matic fever is reported to kill five times as many 
children as six common reportable diseases com- 
bined. 

To cooperate with health 
services and the newly formed Council on Rheumatic 
Fever in fighting this crippling disease, The Upjohn 
Company has devoted its “Your Doctor Speaks’ 


physicians, public 


message in May issues of Saturday Evening Post, 
Time, Parents’ Magazine and other national publi- 
cations to a challenging appeal. 
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THE COUNCIL 
MEDICAL SOCIETY OF VIRGINIA 


A special meeting of the Council was held on Friday, 
April 6, 1945, at the Society’s office in Richmond. The 
meeting was called to discuss the health education pro- 
gram which is being promoted in a limited number of 
counties on an experimental basis under the direction of 
the Health and Physical Education section of the Division 
of Instruction, State Department of Education. This had 
been discussed at the Council meeting in February but 
was apparently not working out to the satisfaction of all 
concerned. Dr. H. B. Mulholland, president, presided. 
Others attending were: Dr. J. L. Rawls, president-elect; 
Dr. H. B. Haag, first vice-president; Drs. F. C. Pratt, 
Cc. L. Harrell, W. B. Porter, J? L. Hamner, J. R. Gorman, 
Alex. F. Robertson, Jr., J. E. Knight, and F. H. ‘Smith, 
councilors; Dr. I. C. Riggin, State Health Commissioner ; 
Dr. M. Pierce Rucker, editor; and Dr. J. M. Emmett, 
chairman of the Public Relations and Medical Service 
Committee, 

Dr. Mulholland stated the purpose of the meeting and 
said that reading of the minutes of the last meeting of 
the Council would be dispensed with unless there was a 
request for them. Upon call, the part which related to the 
subject under discussion and the action taken by the 
Council was read. 

In the discussion which followed, it was felt that the 
program as first presented was all right, but it had not 
been carried out according to plan, and it had been found 
that it was started before being presented to the Council 
or State Health Department. It had been stated that the 


medical and hospital services would be financed by civic 


and community organizations, but it was learned that 
parents were being required to pay if they were thought 
to be financially able. Dr. Gorman stated that if @ fee is 
paid by the parent, the patient becomes a private one and 
should be allowed the selection of his physician. He also 
said that the Lynchburg doctors had done no operations 
nor would they under the present plan, and that the hos- 
pitals had stated they would be unable to accommodate 
these children. 

Dr. Riggin said Mr. Graves had brought him a copy 
of a letter he had written Dr. Mulholland, which ap- 
peared in the last Vircinta MepicaL Monrtuty, and they 
discussed the plan but he had not approved anything. 
The Health Department does not approve of the way the 
program is being put on, as examinations are being made 
by teachers, not by physicians. 

An editorial was read from the Southwestern Virginia 
Enterprise, published in Wytheville, commending the work 
being done by Dr. Bennett to whom the editor referred 
as a doctor with the United States Public Health Service. 
This appeared to have been written by some one who had 
been misinformed as to the facts and it also rather severe- 
ly criticized the medical profession. 

As a result of the discussion, it was felt that the pro- 
gram had a poor start, and that teachers should be in- 


structed to make inspections of children and not exami- 
nations and diagnoses as reports coming in indicated. 

Following the preliminary discussion in the Council, 
Mr. Eliot V. Graves, supervisor of Physical and Health 
Education for the State, his field worker, Dr. Bennett, 
and Misses Ellen Smith, Leslie Foster and Gwen Mc- 
Whorter of the Virginia Tuberculosis Association were 
(Dr. Bennett did not attend.) 

Mr. Graves expressed himself as sorry that the doctors 
were not satisfied with the program the State Board of 
Education had put on and said he had discussed it with 
Dr. Riggin and Dr. Gorman and thought it had their 


asked to appear. 


approval. He called attention to the section of their plan 
on Medical Service and said they had followed this policy 
and that it had the approval of a number of doctors. The 
Councilors felt the Medical Service section satisfactory 
if lived up to, but both Dr. Riggin and Dr. Mulholland 
had received letters from some doctors in the experi- 
mental counties, stating the program is not being adhered 
to as planned. 

It was brought out that this work had been started be- 
fore the plan was presented to the Medical Society or to 
the State Health Department. 
Council thought that Mr. Graves had been misinformed 
as to the actual manner in which the field work was be- 
ing carried on. At this point, Dr. Gorman asked why 
Dr. Bennett could not be present at this meeting because 


Several members of the 


he had been given practically a month’s notice, and Mr. 
Graves stated that he was responsible for Dr. Bennett not 
being there as he had work to do in another section of 
the State at this time. Mr. Graves was then asked how 
the Wytheville newspaper received the information upon 
which they based their editorial with reference to his pro- 
gram. In this editorial, Dr. Bennett was incorrectly re- 
ferred to as a doctor with the United States Public Health 
Service, when, as a matter of fact, he has no M.D. degree 
but is a Ph.D. Several members of the Council expressed 
the opinion that a correction should be made by Mr. 
indicating that the 
statistics regarding defects found in school children were 


Graves in the Wytheville paper, 
the result of an examination made by teachers and that, 
therefore, many of these defects probably would not be 
found to be present by competent physicians. Dr. Riggin 
then stated that three of his Health Officers had already 
advised him that they were not in accord with the pro- 
gram as it was being carried out in their respective areas. 
It was next brought out that Dr. Bennett had written di- 
rectly to Miss Foster of the Virginia Tuberculosis Asso- 
ciation with reference to having mass x-rays made of 
school children in certain areas. In most of these areas, 
recent mass x-rays have been taken and it is the policy 
of the Virginia Tuberculosis Association not to do this 
work except in close cooperation with the State Health 
Department. 

Miss Ellen Smith, president of the Virginia Tuberculosis 
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Association, was then introduced. She stated that Dr. 
Riggin had told them that they were involved in this dis- 
cussion and they had asked permission to be present in 
order that they might present their side of the case. 
Miss Smith introduced Miss Leslie Foster, Executive 
Secretary of the Association, who stated that Dr, Bennett 
called her office and suggested that all agencies involved 
in health work cooperate. They understood from Dr. 
Bennett that his suggestion had been approved by the 
State Health Department and, therefore, that the survey 
was being carried out in accordance with previous un- 
derstandings between the Virginia Tuberculosis Associa- 
tion and the State Health Department. Miss McWhorter 
was also asked to make a statement but she said that she 
had nothing to add, but expressed the desire to cooperate 
with the medical profession and the State Health Depart- 
ment in every way. 

Mr. Graves asked if the Council wished to offer any 
suggestions. After discussion, Dr. Harrell offered the 
following motion, which was seconded: That all health 
surveys and health programs put on throughout the State 
by any agency first have the approval of the State De- 
partment of Health. This was carried. 

It was then suggested that the president appoint a 
committee to meet with Mr. Graves and thrash out this 
problem. Following this, motion was made and carried 
that the Council reaffirm its resolution adopted at the 
last meeting of the Council, as follows: 

1. Approves the principle of health education in state 

schools; 

Disapproves equally all other aspects of this project 
as carried out in the experimental counties; 
Approves the examination of school children by com- 
petent physicians and the correction of remediable 
defects, and, further; 

Is of the opinion that such a project as had been pro- 
posed and carried on should be supervised by the 
State Health Department. 

It was felt that the Public Relations Committee could 
meet with Mr. Graves and iron out the difficulties; per- 
haps an additional member or two should be added to 
this committee, and this was left to the president. 

Under new business, Dr. Mulholland said the Commit- 
tee on Syphilis Control had sent him the following resolu- 
tion for approval by the Council: 

It is respectfully requested and recommended that the 
Council of the Medical Society of Virginia provide for 
the appointment of a special committee to study and make 
recommendations with regard to the following: 

1. The extent and nature of the problem of central 

nervous system syphilis in Virginia, 

The need for hospitalizing these cases to provide 
adequate therapy, 

The possibilities of extending the use of facilities al- 
ready established in the State for the treatment of 
central nervous system syphilis, 

The need for additional treatment facilities, 

If additional facilities are needed how they can 
best be provided. 


It is respectfully suggested that this committee include 
representation from the Medical Society of Virginia, the 
State Health Department, the Departments of Syphilolozy 
of the two medical schools, and the State Department of 
Mental Hygiene and Hospitals. The urgency of the 
problem recommends that the earliest possible action be 
taken in this regard. 

Motion was adopted that this be referred back to the 
Committee on Syphilis Control with authority for the 
chairman to appoint any additional members he may 
wish to cooperate with them. 


Mr. Hudgens, director of the Hospital Division of the 
Medical College of Virginia, had sent Dr. Mulholland 
copy of a letter from Mr. Corbett Reedy, State Supervisor 
of Vocational Rehabilitation, asking use of the Out-Patient 
Clinic of the Medical College of Virginia in securing med- 
ical examinations of its clients, paying the usual fee for 
examinations to the hospital. Some one asked why the 
University of Virginia Out-Patient Clinic might not be 
used as well. Dr. Mulholland said that, in replying to 
Mr. Hudgens, he had promised to bring this up at the 
Council meeting but that when the matter was brought 
to the attention of the Council sometime ago by Mr. 
Anderson, it was suggested that specialists were to be 
picked out throughout the State and individuals were to be 
referred to the one most accessible to the patient. Mo- 
tion was then offered and adopted that in the medical 
examination of clients for Vocational Rehabilitation, avail- 
able local facilities as well as those of the Medical Col- 
lege of Virginia be utilized, the patient to be referred 
by the family physician whenever possible. 


Dr. Harrell read a resolution which Dr. R. D. Kim- 
brough, chairman of the Nutrition Committee, asked him 
to present, as follows: 

WHEREAS, it is necessary and advisable to protect so 
far as may be possible the health of the people of this 
State against deficiency of certain ingredients in foods 
necessary to health and well-being of the people, and 

WHEREAS, the compulsory enrichment of flour and bread, 
required by the War Food Administration, terminates 
with the resolution of the wartime powers of the Admin- 
tration, 

THEREFORE, BE IT RESOLVED that the Medical Society of 
Virginia, through its Council, respectfully requests that 
legislation be adopted requiring a continuance of the en- 
richment of these necessary foods. 

This was seconded and carried. 

Dr. Mulholland stated that he had written the Office of 
Defense Transportation with regard to holding a meet- 
ing of the House of Delegates in the Fall but had not re- 
ceived a reply to this time. 

There being no further business, the meeting adjourned. 


AGNEs V. Epwarbs, 
Approved: Secretary 
H. B. MULHOLLAND, 
President. 


April 16, 1945. 
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PUBLIC HEALTH 


I. C. Riccin, M. D., 
State Health Commissioner of Virginia 


rhe report of the Bureau of Communicable Dis- 

eases of the State Department of Health for March, 

1945, as compared with the same month in 1944, 

and for the period of January through March, 1945, 
compared with the same period in 1944, follows: 

Jan.- Jan.- 

Mar. Mar. Mar. 

1945 1945 1944 


Typhoid and Paratyphoid Fever 3 9 13 18 


Mar. 
1944 
Diarrhea and Dysentery___ 419 139 812° 474 
Measles _- 378 4,620 628 8,628 
Scarlet Fever __- aint. 745 489 2, 917 
Diphtheria ____- S : 19 13 

Poliomyelitis ____ a cies ; + 1 

Meningitis ___ AP i 42 105 

Undulant Fever fe 0 4+ 
Rocky Mountain Spotted Fever 0 0 


Tularemia _ 2 8 
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DECLINE IN TUBERCULOSIS DEATHS 

Presented in the table are the deaths per 100,000 
population due to tuberculosis for all forms 1913- 
1944. It will be seen that a marked decline has 
occurred in this disease in Virginia. 

Two interesting points on this graph are to be 
noted. In 1918 a noticeable rise in tuberculosis is 
shown for both the white and colored populations. 
The peak is indicated for that year by the solid 
black line giving the total for both races. 
there has been no increase in tubercu- 
losis deaths during the war years of World War II. 
In fact, the decline in the colored deaths has been 


Secondly, 


marked throughout the past three years. 
Many factors enter into this decline such as in- 
clinics and 


dustrial hygiene tuberculosis surveys, 


higher standards of living earnings. At present, 
however, it is impossible to evaluate the true sig- 


nificance of these factors. 
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CASE REPORT OF MATERNAL DEATH 


MATERNAL HEALTH COMMITTEE 
MEDICAL SOCIETY OF VIRGINIA 


This patient (Case 19-A) was a colored woman, 
gravida i, age 17, who lived in the city. She had 
adequate prenatal care in a prenatal clinic and was 
admitted to a hospital in labor at eight months. 
Labor was normal and without untoward event. On 
the second postpartum day, temperature elevation 
was 101°. Urinalysis showed urine loaded with pus 
cells. A urologist examined the patient and con- 
firmed the diagnosis of pyuria. After several days 
of septic temperature, an X-ray was done but no 
stone or structural pathology in the urinary tract 
was The patient was treated by forcing 
fluids, repeated transfusions, glucose and saline in- 
travenously, and sulfathiazole, gr. xxv, q.4 hrs. 
for six days. Hemoglobin did not go below 75%. 
Irregular temperature persisted during the first week 
ranging from 101° to 104° and then gradually re- 
duced. The findings of pus in the urine did not 


found. 


change. Four days before death occurred, tempera 
ture ranged from 98° to 100.8° and it was thought 
that the patient was improving. On the thirteenth 
day, postpartum, patient died rather suddenly. 
Autopsy SHOWED: Perinephritic abscess, right; 
Perinephrosis, right; Pyelonephritis, acute, left: 
Marked acute toxic myocarditis with dilatation of 
the heart; No embolus of the lungs could be found. 
Death was attributed to the acute infection of th 
urinary tract with terminal acute toxic myocarditis. 
This is classified as an obstetrical death due to 
the 
urinary tract. There is no record of previous urinary 
tract infection. The very acute nature would: sug- 


puerperal sepsis particularly affecting the 


gest the virulent infection at the time of delivery. 
It was therefore considered to be a preventable 
death. 





CORRESPONDENCE 


The Vanishing Rural General Practitioner. 
To THE Eptror: 

Medical Societies are fighting the Wagner Bills 
and socialized medicine. The demand for govern- 
ment or socialized medicine is based principally on 
the inadequacy of rural and small town medical 
care. We of the medical profession must offer some 
solution to the present day problem, especially of 
rural and small town medical care if we expect to 
accomplish anything toward maintaining our present 
system of private practice. 

Unfortunately, organized medicine is controlled 
by the specialists and self-styled higher-ups who 
are not personally acquainted with the rural prob- 
lems. Most small town and rural doctors belong 
to a local society in some nearby city and they have 
no official voice in the affairs of the local society 
nor of the state nor national societies. These men 


are only interested in funneling all of the cream 
into their centers and do not want to see adequate 
or attractive facilities in the outlying areas on the 
pretense that neither adequate facilities nor per- 





sonnel can be maintained in small towns. They 
claim that we general practitioners will render in- 
ferior medical care. Of course our medical care as 
well as their own will be in proportion to what 
we have to work with and the type of personnel. In 
rural areas as well as in the city the type of per- 
sonnel will depend upon how attractive the facil- 
ities and opportunities are. 

A referred patient is usually a lost one. After 
it leaves the hospital, it is necessary to return to 
the central specialist’s office for routine check-ups 
on the pretense that he cannot remain a good doctor 
without following his case indefinitely. It is not 
granted that the poor general practitioner in small 
towns needs to follow his cases, and he is accused 
of not being able to do the work. God pity the M. D. 
who cannot put a patient on the table and do a satis- 
factory pelvis examination or follow an ambulatory 
patient following an unexplained secondary anemia. 
People are not going to pay several physicians to do 
routine office check-ups, and they think that they 
must do what the big shot specialist commands. 
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While it is true that any consultant who sees a case 
is naturally interested in following it through to 
conclusion, it is not practical for every doctor who 
sees a case to continue to attend it. It seems that 
the case should belong to the family physician who 
first saw it. 

A young man entering the practice of medicine 
is not so much interested in monetary income as in 
a decent chance to practice his profession because 
with proper education and facilities, and sufficient 
energy and ambition one can make a modest living 
practicing medicine anywhere. Young physicians 
have already ceased to locate in small towns and 
rural areas. We must do something to stop this 
trend at once or our government will have no trouble 
in getting the public to accept governmental or 
socialized medicine. 

It has been suggested that general practitioners 
in rural areas have their income subsidized from 
some source in order to attract young men to the 
country. This would draw mostly the inferior ones 
who were not able to meet competition and stand on 
their own in the city. If the subsidy money were 
spent in providing small hospitals and treatment 
centers about every twenty-five or thirty miles the 
physicians could go out from these places on calls 
making the distance in no case more than fifteen 
miles from headquarters, thereby providing adequate 
care to the people and desirable conditions for the 
doctor. 

My constructive suggestion is that we make a 
thorough study of the work of the Kellogg Founda- 
tion in Michigan and attempt to find a way to adopt 
Most of 
the experiments in the past have wanted to build 


a similar program all over our country. 


too large institutions in small towns which could 
not later be maintained by local funds as they 
should be. The class III hospital and medical cen- 
ter suggested by Graham L. Davis in his article, 
Those Horse and Buggy Hospitals Must Go pub- 
lished in The Modern Hospital, 62: No. 3, March 
1944, I believe would solve most of our problems. 
If the hospitals could be constructed, the community 
could maintain them. 

Modern methods make it necessary to treat all 
major illnesses in the hospitals, and hospital in- 
surance is causing the public to demand hospitaliza- 
tion. These factors make it necessary for doctors 
to practice where they can treat their patients in a 
hospital if they are going to have sufficient practice 
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to make a decent income, and also, they must work 
in a hospital to keep abreast of the advances and be 
capable of doing their work efficiently. 

Altavista, Virginia, J. Paut Kent, M.D. 
March 1945. 


Virginia Medical Service Association. 
To THE MEMBERSHIP OF THE MEDICAL SOCIETY 
OF VIRGINIA: 

If you have not already sent in your application 
to become a Participating Doctor in this Associa- 
tion, you are urged to do so now. 

In the short time since the opportunity to partici- 
pate was offered you, some 25 per cent of the mem- 
bers of the staffs of hospitals in those areas where 
the local medical society has approved the program 
being offered by the Virginia Medical Service Asso- 
ciation have already signed up as Participating 
Doctors. In addition, many practicing physicians 
who are not at the present time on the staff of a 
hospital have evidenced their interest in this pro- 
gram to place medical expense in the family budget 
on a non-profit basis by signing applications. 

Many physicians who are not on the staff of a 
hospital have asked if they might sign in order to 
be a part of this worthwhile program toward bet- 
tering the economic relationship between patient and 
physician. Those who have asked have been told 
that they could participate. 

Any physician can become a Participating Doctor 
even though at the present time he is unable to place 
his own patients in a hospital. The participation 
of physicians will strengthen the position of the 
plan of organized medicine in this State. Many of 
those who do not now have hospital connections 
will undoubtedly have them in the near future and 
until such time as they do have hospitalized cases, 
or the plan has been broadened to include home and 
office calls, they can act as missionaries and join 
with the other doctors in this State and elsewhere 
in expressing their desire to cooperate in keeping 
medical expense on a voluntary basis. 

Those doctors on the staffs of hospitals who have 
not already sent in their applications are urged to 
do so promptly in order that they may be on the 
original list and classified as charter members. 

Very truly yours, 
ALEX F. ROBERTSON, JR., President, 
Virginia Medical Service Association. 
April 16, 1945. 
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President-Elect Mrs. P. M. CuHIcHEsTer, Abingdon 

Recording Secretary Mrs. C. C. SmitH, Norfolk 

Corresponding Secretary Mrs. HAWES CAMPBELL, Turpin 

Treasurer___._.______.Mrs. Reusen F. Simms, Richmond 

Chairman, Press and Publicity_..Mrs, A. G. SHETTER, 
Richmond. 


President 


NORFOLK 

The Executive Committee held a meeting on April 
9th which was followed by a general meeting of the 
Auxiliary to the Norfolk County Medical Society. 
Both meetings were held at Ames & Brownley in 
the private dining room and club room, and Mrs. 
Southgate Leigh, president, presided. 

After the secretary read the minutes of the previ- 
ous meeting, and the treasurer gave her report, rec- 
ommendations from the executive meeting were pre- 
sented. The recommendation that a photo-electric 
screen be presented to the Norfolk County Medical 
Society as a Doctor’s Day gift was unanimously 
accepted. 

Mrs. R. M. Reynolds spoke in favor of the recom- 
mendation that the Auxiliary investigate the status 
of the Tidewater Hospital with the aim of having 
it restored to its former use as a hospital for local 
tubercular patients. This hospital had been taken 
over by the army at the special request of Governor 
Darden, and since it is not now being used by the 
Army it has been thought advisable to have it re- 
turned before the Governor’s term expires. A mo- 
tion was passed to have the Auxiliary look into this 
matter, and the president named the following com- 
mittee: Mrs. Tilden Smith and Mrs. R. M. Rey- 
nolds. 

Mrs. Steingold reported that 15 subscriptions to 
Flygeia had been secured from Norfolk and Ports- 
mouth. 

Mrs. J. W. Anderson, Chairman of the War Serv- 
ice Committee, made a report on the work done at 
Christmas time. In cooperation with the Grey Ladies 
at the Naval Operating Base a party was given on 
December 21. Several members of the organiza- 
tion had donated fruit and cigarettes and made 
cookies. These together with the funds from the 
organization and individual members made the re- 


freshments quite ample. The committee served as 
hostesses, and the soldiers and Red Cross were most 
appreciative. 

Mrs. C. J. Divine, War Fund Chairman, re- 
ported that her committee had functioned very ef- 
fectively during the Norfolk War Fund Drive. 

The Secretary read a letter to the President from 
the Norfolk Chairman of the United Clothing Col- 
lection soliciting our support. Also, a letter from 
Norfolk General Hospital in regard to the Blood 
Bank which they hope to establish. Our cooperation 
was asked, and cards were distributed among the 
members for the benefit of those who wanted to 
make pledges. 

The President announced that she had been in- 
vited to attend a recent tea given by the Business 
and Professional Women’s Club of Portsmouth. 
Mrs. K. W. Howard had been asked to represent 
the Auxiliary and she reported that she had been 
glad to do so. 

Mrs. Leigh named the Nominating Committee for 
next year’s officers, the slate to be presented at the 
next meeting. Mrs. R. M. Reynolds is Chairman 
with Mrs. A. G. Horton and Mrs. Millard B. Sav- 
age as the other members. Mrs. Leigh also asked 
if it would be permissible to have the May meeting 
at night. The date of this meeting had been previ- 
ously set for May 21 and it has been found to be 
the date of a meeting of the Norfolk County Medical 
Society. Therefore, Mrs. Leigh invited the Auxili- 
ary to meet at her house at eight o’clock, after which 
she hoped to have the Medical Society join us for 
an informal party. This invitation was heartily 
received. 

There being no further business the meeting was 
adjourned to be followed immediately by a_ two- 
Mrs. C. M. McCoy, President- 
elect, gave the invocation. 

Mrs. Paul Pearson, State President, had arrived, 
and was later introduced by Mrs. Leigh, who served 
as master of ceremonies at the luncheon. She also 
introduced Mrs. Richard H. Peake, who had ar- 
ranged the lovely and artistic flowers for the tables; 
Mrs. C. C. Cooley, in charge of finances; Mrs. Stark 
Sutton, in charge of reservations; and Mrs. Millard 


course luncheon. 
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bh. Savage, Social Chairman, all of whom had helped 
make the luncheon possible. 

Mrs. C. C. Smith, Day 
Chairman, presented to Dr. Claiborne Willcox, Pres- 
ident of the Norfolk County Medical Society, a 
photo-electric screen for the Library of the Medical 
Arts Building. 
the organization, and assured us that it had for some 


Doctors’ Committee 


In response, Dr. Willcox thanked 


time been a distinct need. 

Mrs. R. Bryan Grinnan, Chairman of the Health 
Education Committee, introduced the principal 
speaker, Dr. Ruth Flynn Harrell, who spoke on 
The Mental Processes as Related to Protein Me- 
tabolism. 

Mrs. Pearson graciously commended our war work 
and urged concentration on the problem of juvenile 
delinquency and the subscription to and reading of 
Hygeia and the Virginia Bulletin. 

KATHERINE B. SALLEY. 


(Mrs. W. C.) 


NoORTHAMPTON-ACCOMAC 

The Woman’s Auxiliary to the Northampton-Ac- 
comac Medical Societies held its quarterly meeting 
at the home of Mrs. Wm. B. Trower at Cape Charles 
on April 10th. Preceding the meeting, fifteen mem- 
bers enjoyed a most delightful luncheon served by 
Class of the Cheriton Methodist 
Church in their Sunday School building. 


the Rainbow 


The business meeting followed at Mrs. Trower’s 
home, and was opened with the Lord’s Prayer, by 
the President, Mrs. C. E. Critcher. 
January meeting were read as also the treasurer’s 


Minutes of the 


report and reports from various committees. 


Announcement was made of the purchase of a 


new desk and chair for the business manager’s of- 
fice at the Northampton-Accomac Hospital, as the 
Xmas Gift of the Auxiliary. 

An interesting letter was read from Mrs: Fletcher 
Wright of Petersburg telling of her war work as 
chairman of the Petersburg Blood Donor Service. 

Mrs. H. L. Denoon, Jr., read a letter urging the 
continuing of the Jane Todd Crawford Memorial 
Fund as a tribute to Mrs. Crawford and Dr. Mc- 
Dowell. 

Mrs. S. K. Ames’ plan for a practical nurses’ 
register for use of the doctors and hospital was ac- 
cepted. 

At the mid-winter board meeting of the Woman’s 
Auxiliary to the Medical Society of Virginia, the 
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Attendance Trophy was presented to the Accomac- 
Northampton Auxiliary, the presentation being made 
by Mrs. Hawes Campbell to Mrs. J. L. De Cormis. 
This award is based on the percentage of members 
present at all meetings, which was 67.7 per cent 
during the year 1943-4. Attention was called to the 
fact that this Auxiliary has received the trophy twice 
previously, though the membership is composed of 
members living in a seventy-five mile area. 

The program for the afternoon was a paper by 
Mrs. Wm. B. Trower on “The Prevention of Juve- 
nile Delinquency From a Medical Standpoint”. She 
also explained the work of the County Welfare De- 
partment in handling juvenile delinquency. A Panel 
Discussion led by Mrs. S. K. Ames followed. 

The July meeting will again be an all day picnic 
at the Cabin of Mrs. W. L. Cosby at “Silver Beach” 
on July 10th, and Mrs. J. M. Lynch, Mrs. S. S. 
Kellam and Mrs. S. K. Ames will be hostesses at 
the October meeting, which will be held at the home 
of Mrs. Kellam in Cape Charles. 

CATHERINE R. 
(Mrs. HoLLanD) 
Chairman, Press and Publicity. 


TROWER, 


RICHMOND 

At the January meeting, the Auxiliary contributed 
$10.00 to the “March of Dimes’, $5.00 to the State 
Maintenance Fund, and $36.50 to the Leigh-Hodges- 
Wright Memorial Fund. 

The guest speaker was a local artist, Miss Wil- 
loughby Ions, who spoke informally on her experi- 
ences in designing children’s toys based on nursery 
Wonderland” 
Some of her toys, Stephen Foster plates and tapes- 


rhymes and “Alice in characters. 
tries were exhibited. She delighted the twenty mem- 
bers by her enthusiasm and friendliness. 

At the February meeting, Mrs. B. B. Bagby, Jr., 
reported on the State meeting of the Auxiliaries. 
We would like to extend our congratulations to the 
Accomac-Northampton Auxiliary for their winning 
of the attendance trophy. 

Mrs. Reuben Simms gave a short talk on the 
Jane Todd Crawford Memorial Fund to which the 
Auxiliary contributed $5.00. 

Mrs. W. R. Morton introduced the speaker, Miss 
Page Drinker, who gave an interesting talk on ‘“‘Are 
We Well Fed?” and presented a film entitled ‘For 
Health and Happiness.” 

In March, we enjoyed technicolor slides on flower 
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arrangements based on the booklets “Homes and 
Flowers” and “Flower Arrangements A Fascinating 
Hobby”, music of springtime was softly played dur- 
ing the-showing of the slides. 

Mrs. Paul Pearson, our State President, was honor 
guest at a luncheon held at the Academy Building, 
on April 20. 

EvELYN Row, 
(Mrs. Geo. S.) 
Recording Secretary. 





BOOK ANNOUNCEMENTS 


Books received for review are promptly acknowl- 
edged in this column. In most cases, reviews will 
be published shortly after the acknowledgment of 
receipt. However, we assume no obligation in return 
for the courtesy of those sending us same. 


Alcoholics Are Sick People. By ROBERT V. SELI- 
GER, M.D. In Collaboration with Victoria Cran- 
ford. Edited by Harold S. Goodwin, B.A. Balti- 
more. Alcoholism Publications. 1945. xv-80 pages. 
Cloth. Price $2.00. 


Doctors at War. Edited by MORRIS FISHBEIN, M.D., 
Editor of the Journal of the American Medical As- 
sociation; Chairman of the Committee on Informa 
tion of the Division of Medical Sciences of the 
National Research Council. 1945, E. P. Dutton « 
Company, Inc., New York. xiii-418 pages. [Illus- 
trated. with Photographs and Charts. Cloth. Price 
$5.00. 


Clinical Roentgenology of the Digestive Tract. By 
MAURICE FELDMAN, M.D., Assistant Professor of 
Gastroenterology, University of Maryland; Assist- 
ant in Gastroenterology, Mercy Hospital; Consult- 
ing Roentgenologist, Sinai Hospital. Second Edi- 
tion. Baltimore. The Williams and Wilkins Com- 
pany. 1945. ix-769 pages. Illustrated. Cloth. Price 
$7.00. 


Trauma in Internal Diseases. With Consideration of 
Experimental Pathology and Medicolegal Aspects. 
By RUDOLF A. STERN, M.D., Assistant Attending 
Physician, City Hospital, New York City. Fore- 
word by Francis Carter Wood, M.D., Director of 
Laboratories and Radiotherapy Department, St. 
Luke’s Hospital, New York. Grune and Stratton, 
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New York. 


1945. xxiv-575 pages. Cloth. Price 
$6.75. . 


Constitution and Disease. Applied Constitution,] 
Pathology. By JULIUS BAUER, M.D., Profess»: 
of Clinical Medicine, College of Medical Evang i- 
ists, Los Angeles; Senior Attending Physician, Los 
Angeles County General Hospital; etc. Second 
Edition, Revised and Enlarged. New York. Grune 
and Stratton. 1945. xiii-247 pages. Cloth. Price 
$4.00. 


Penicillin Therapy. Including Tyrothrocin and Other 
Antibiotic Therapy. By JOHN A. KOLMER, Ms. 
M.D., Dr.P.H., Se.D., LL.D., L.H.D., F.A.C.P., Pro- 
fessor of Medicine in the School of Medicine and 
the School of Dentistry, Temple University; Direc- 
tor of the Research Institute of Cutaneous Medi- 
cine; etc. D. Appleton-Century Company, New 
York. 1945. xv-302 pages. Cloth. Price $5.00. 


The Management of Neurosyphilis. By BERNHARD 
DATTNER, M.D., Jur. D., Associate Clinical Pro- 
fessor of Neurology, New York University Medical 
College. With the Collaboration of Evan W 
Thomas, M.D., Gertrude Wexler, M.D., and Joseph 
Earle Moore, M.D. Grune & Stratton, New York. 
1944. 398 pages. Cloth. Price $5.50. 


The author gives a systematic review of all the 
methods of treating neurosyphilis. He feels that the 
new ones are not overwhelmingly superior to their 
predecessors and further states that they are not true 
substitutes for Malaria Therapy. 

His initial chapters are devoted to consideration 
of the spinal fluid in which he deals with the technic 
of removal as well as the examination of same. The 
Spinal Fluid Syndromes of the various types of neu- 
rosyphilis are presented in a comprehensive manner. 
He highly emphasizes the fact that no proper syphi- 
lis therapy can be really undertaken without under- 
standing of the spinal fluid findings. 

In discussion of the various therapeutic measures 
he gives analysis of known facts and numerous ex- 
amples that have been gathered in continuous follow 
up of patients over a long period of time. His mono- 
graphic studies suggest diligent application in deal- 
ing with such an important subject. 

I highly recommend this book for student refer- 
ence; for general practitioners who need guidance 
in the handling of neurosyphilis, and to those spe- 
cializing in the field of Neurology and Psychiatry. 
It is an excellent contribution to the field of neuro- 
syphilis. 

VINCENT Epwarp LascaraA, M.D. 
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Dangerous Legislation 





HE original Murray-Dingell-Wagner Bill is dead, but it will be resurrected, and 
with modifications, will be re-introduced and re-introduced until it is finally passed 





by Congress, unless the lovers of liberty and free enterprise keep constant vigil. It is 





therefore a comfort to learn that organized labor is not 100 per cent for the bill, 





although this is the general impression. The supporters of the bill have boasted that 





they have the unanimous support of labor. The strongest editorial we have seen against 





such legislation appeared in The Labor Union (January 12, 1945). It begins with 





the statement that some legislation is dangerous for one class and some for another 





class, but this proposed legislation is dangerous to all alike. One-half of the twelve 
billion dollars that the bill proposes to raise annually is to come from pay roll deduc- 






tions. This vast sum will go into the common spending pool and will have to be made 
up by future taxation. The editor evidently has had experience with federal bureaus, 
for he states that for every $100 of the workman’s money he will get $25 of “‘so-called”’ 







service. 

“What the American public, and particularly the laboring class, should clearly 
understand is that this plan is not simply a blow aimed at the medical profession, but 
part of a huge armored force attack which is battering the whole front of freedom, 
initiative, enterprise, liberty and self respect for all the American people.” If the 
medical profession can be destroyed, so can the legal profession, the engineering, the 








teaching or any other. 






We agree with the editor of The Labor Union that the problem of providing top- 
grade medical attention for those who can not pay top prices is a major one, and that 
taxing the workers’ millions of dollars to be spent by some medical dictator set up by 







bureaucrats, is no solution. 
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National Medicine 


ORD Horder in the annual address delivered before the Cardiff Medical Society, 

February 21, 1945, introduced a new term to describe the menace that confronts 
’ medicine in Great Britain (and in this country also). He objects to the term “State 
medicine” for we already have State medicine. Socialized medicine is even more 
ambiguous. Socialists use both terms interchangably and mean by both that the State 
takes control of medicine completely. But socialized medicine may have another con- 
notation: It may mean making medicine more accessible to the people, and this may 
be done without nationalizing the medical profession. The new term ‘‘social medicine”, 
according to its chief proponent, concerns itself with the many and varied problems 
created by sickness in the family and the community as a whele. This is not a new 
concept in medicine, but the new term is a timely and justifiable challenge both to 
medicine and the State. 

Lord Horder then lists the basic conditions that make health possible, a list he 
formulated many years ago, and about which the State has done little. They are: 
(1) enough of the right food; (2) shelter at a rent which leaves something with which 
to buy food and pay for transportation to and from work; (3) easy access to fresh air 
and the sun; (4) leisure to play, and that may perhaps lead to thinking, even “high 
thinking”; (5) the amenities, among which he puts noise control; and (6) giving to 
every human being a chance before he is born, and after death, the decent disposal of 
his body in the best interest of his fellow-man. On the positive side the State has fos- 
tered the development of things that have a deleterious effect upon the national fitness, 
such as the quack medicine trade and the intimidating nature of the advertisements 
connected with it. 

Lord Horder believes that the doctor should be free from partisan politics. For 
him there is only expert knowledge, a rooted adherence to truth, horse sense and a 
humanist outlook. Detachment, public confidence and courage are essential, but 
withal the fundamental note in the doctor’s ideal is freedom. If medicine is national- 
ized, it is to a large degree monopolized; it is stereotyped. This risk to medicine’s 
freedom must be watched jealously or we may lose it; lose it even when those who steal 
it from us do so with the best intentions in the world—with good intentions but with 
mistaken action. Under the Beveridge plan the general practitioner, the free choice 
of the doctor, and the voluntary hospital would practically be eliminated. The volun- 
tary hospital is certainly the medium through which the most striking advances both 
in clinical knowledge and in laboratory research, have been made. From this type of 
institution the best trained exponents of medicine are disseminated, and its survival 
must be encouraged, not merely permitted, in the national interest. 


“Courage and Devotion Beyond the Call of Duty” 


EAD Johnson & Company has published a record of official citations to medical 

officers in the United States Armed Forces during World War II in a preliminary 
edition, with the promise of a complete de luxe edition. The present edition, ad- 
mittedly incomplete, is an inspiring little volume. It contains 244 individual citations 
and eight group citations. Among the medical heroes, we note the following who 
graduated at Virginia institutions: Capt. Lockhart D. Arbuckle, MC., USN., who grad- 
uated from the Medical College of Virginia in 1915, was awarded the Legion of Merit 
for exceptionally meritorious conduct against the Japanese on Bougainville. Lt. George 
M. Caldwell, MC., USN., who graduated from the University of Virginia in 1935, 
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was awarded the Legion of Merit for exceptionally meritorious conduct on the USS 
Shubrick during the Sicilian campaign. Lt. John B. Clement, MC., USN., a graduate 
of the Medical College of Virginia in 1943, received the Purple Heart and a com- 
Lt. Bothwell Graham, III, MC., USN., a 
graduate of the University of Virginia of 1937, was awarded a Presidential Unit cita- 
tion. 


mendation for bravery under enemy fire. 


He served as battalion surgeon with the First Marine Division in the conquest 
Capt. Henry H. Hancock, MC., USA., who graduated from 
the University of Virginia in 1937, was presented the Silver Star for gallantry in action 
in the Sicilian campaign. Capt. Hancock crawled through mine fields and enemy fire 
to rescue a wounded soldier. Comdr. Harry Ralph Huston, MC., USNR., a graduate 
of the Medical College of Virginia of 1920, was cited ‘‘for meritorius performance of 


of the Solomon Islands. 


duty while serving at the first advanced naval base hospital to be established in the 
South Pacific area”. Capt. James C. LeFon of Richmond and a graduate of the 
Medical College of Virginia in 1931, was awarded the Purple Heart and also Oak Leaf 
Cluster. Major E. Aaron Pushkin, who graduated at the Medical College of Virginia 
in 1937 was awarded the Soldier’s Medal for crawling under an army truck that had 
overturned in a ditch, and administering morphine to ten soldiers and assisting in their 
removal. 

“Unbounded courage and compassion join’d, 

Tempering each other in the victor’s mind, 

Alternately proclaim him good and great, 

And make the hero and the man complete.” 


—ADDISON. 





Societies 


Elizabeth City County Medical Society. 
The following officers of this Society were in- 

stalled the first of April: President, Dr. Eldred S. 

Jones, Robert H. 


Wright, Jr., Phoebus; and secretary-treasurer, Dr. 


Warfare and presented several interesting moving 
pictures. 

The Patrick-Henry Medical Society 
Hampton; vice-president, Dr. Held its quarterly meeting at Broad Street Hotel 
in Martinsville, on the evening of April the 13th. 
After a short business session, the Society heard Dr. 
W. W. S. 
Urinary Tract Infections. 


Raymond B. Newman, Newport News. 
Butler of Roanoke present a paper on 
This 


much discussion, especially centered around the use 


was followed by 


Norfolk County Medical Society. 
By invitation the meeti f this Society April ee , ; 
ee nn oe ee eee eee ae of penicillin in these infections. 


the 9th was held at the Naval Hospital. The prin- te BM. Qhediw of Dees eed De. TL 


cipal speaker of the evening was Captain Carl 


Broaddus, MC, USN, who spoke on Amphibious 


Dickerson of Martinsville are president and secre- 
tary-treasurer, respectively. 








ho 
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News 


The 7th War Loan is on—starting May 14, 
ending June 30—with the largest individual 
quota in War Finincing History—$7,000,000,- 
000.00. Seven Billion Dollars! 

Heed the Nation’s Call! 





The Neuropsychiatric Society of Virginia 

Held an afternoon session at Woodrow Wilson 
General Hospital, Staunton, on March the 29th. 
Owing to the death of Dr. O. B. Darden, Dr. D. L. 
Harrell of Staunton, vice-president, presided. Col. 
Frank L. Cole, commanding officer of the Hospital, 
welcomed the group, following which the program 
was presented which had been arranged by Lt. Col. 
Charles M. Caravati of the Hospital, and Dr. J. 
Asa Shield, secretary of the Society. This included 
papers on Experiences in Treatment of Neurosyphi- 
lis at the Hospital by Capt. Sidney Scherlis, and 
Narco-Analysis in Private Practice by Dr. Elsie G. 
Adams. Both papers were discussed. 

In a business session, Dr. Harrell was elected 
president, Dr. Shield of Richmond vice-president, 
and Dr. Claude L. Neale, also of Richmond, secre- 
tary-treasurer. A subscription dinner followed at 
Ingleside Inn. 


Personnel Changes, State Department of 
Health. 

Dr. J. McIver Jackson has replaced Dr. Wm. B. 
Baily as Health Officer of the Norfolk-Princess 
Anne Health District effective March 19, 1945. Dr. 
Jackson was formerly employed by the Virginia State 
Health Department, assigned to Prince William- 
Stafford Health District, from February 1, 1940, to 
January 13, 1942, when he resigned to accept a posi- 
tion in the State of North Carolina. 


Dr. Thomas H. Hogshead, 

Who was engaged in general practice in Staunton 
until 1941, has located in Monterey where he has 
resumed general practice. In 1941, Dr. Hogshead 
joined the ‘Doctors for Britain Project” but in 1942 
transferred from the British to the United States 
Army from which he received a medical discharge 
in 1944, From that time until returning to Virginia, 
he was with the E. I. Du Pont de Nemours Com- 
pany at Penn’s Grove, New Jersey. 


Dr. Raymond D. Kimbrough, 

Prominent dermatologist in Norfolk for som 
years, has accepted the appointment as associat 
professor of dermatology and syphilology and also 
of preventinve public health medicine at the Medica! 
College of Virginia and was to enter upon his duties 
here on May the Ist. Dr. Kimbrough is an alumnu- 
of the University of Virginia, Department of Medi- 
cine, and was an instructor in dermatology and 
syphilology there until he moved to Norfolk in 193° 
to engage in private practice. 


Service Promotions and News. 


Promotions have been noted recently for the fol- 
lowing Virginia physicians in Service: 

To LIEUTENANT COLONEL: 

Dr. Edmund M. Ellerson, Staunton 
Dr. Marsh H. McCall, Tazewell 
Dr. John O. McNeel, Charlottesville 
Dr. Claude A. Nunnally, Fredericksburg 
Dr. M. Morris Pinckney, Richmond 
Dr. Garland H. Wolfe, Abingdon 
To Major: 
Dr. Robley D. Bates, Jr., Richmond 
Dr. Daniel C. Booker, Richmond 
Dr. Reynoldson D. Butterworth, Richmond 
Dr. William L. Taliaferro, Norfolk 
Dr. Vernon Atwill Turner, Staunton 
Dr. Thomas D. Watts, Richmond 
To CapTaIN (in Army): 
Dr. Beverley B. Clary, Richmond 
To CapTAIN (in Navy): 
Dr. J. E. Marable, Newport News 
To LIEUTENANT COMMANDER: 
Dr. J. U. Gunter, Roanoke 

Commander T. N. Spessard, MC, USNR, of Nor- 
folk, was recently transferred from Philadelphia to 
the U. S. Naval Hospital at Shoemaker, California, 
where he is chief of neuropsychiatry. 

Captain James C. LeFon, MC, has been awarded 
the Bronze Star Medal for heroic achievement as a 
medical officer with a Medical Battalion in north- 
ern Italy. 

Lt. Clyde O’Brien, MC, USNR, of Appomattox, 
Senior Medical Officer aboard the U.S.S. Carteret 
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in the Pacific, recently wrote, “I am only a small 
part in this big operation but we all have one aim 
in view—to come home to our friends, and I do 
hope we will soon defeat the enemy and take our 
places in our communities. We are all giving them 
our best service, and we do it with grateful hearts.” 

Dr. Milton Millman, formerly of Norton, has just 
been released from the U. S. Army, and placed on 
inactive status due to a physical disability, having 
been in the Service since July 30, 1943. He plans 


to practice in Bristol, Va.-Tenn. 


Naval Medical Officers Needed. 

The fact that the Army has announced the sus- 
pension of procurement of physicians should not be 
interpreted to mean that the Navy is in the same 
position. They have announced a need for 3,000 
additional doctors immediately. Their rate of cas- 
ualties has been increasing in recent months and the 
men must have much-needed medical assistance. 

Major E. J. Haden, M.C., of Ore Bank, writes 
“T want to tell you I appreciate my Virginia Medical 
Monthly so very much. I have been in administra- 
tive work for four years and need to read current 
medical topics. I have been in the Southwest Pacific 
for past two years. Was commanding officer of a 
station hospital in Australia and now I am executive 
officer of the 133rd General Hospital in the Philip- 
pines.” 

Since the war, physical requirements have been 
Physicians are now accepted 


somewhat modified. 


up to the age of 60. Men in the older groups are 
assigned to hospitals, dispensaries and other Naval 
activities ashore. Physical defects which are organic 
constitute a cause of rejection. However, waivers 
can be granted for defects which were formerly dis- 
qualifying, such as variations in height, weight, de- 
fective vision, etc. 

Interested physicians, without making any defi- 
nite commitment whatsoever, will be interviewed at 
their convenience. Write to the office of Naval 
Officer Procurement, 1320 G Street, N.W., Wash- 
ington, D. C. 


Dr. Roy A. Barlow 
Announces his removal from Winchester to Ber- 
ryville. 


Dr. Marie Thomas, 
Recently of Roanoke, has located in Huntington, 
W. Va., where she will continue the practice of her 
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specialty, pediatrics, with offices in the First Hunt- 
ington National Bank Building. 


Dr. D. Hunter Marrow 

Has returned to his home at Boydton for the sum- 
mer, after spending the winter at Daytona Beach, 
Fla. 


Dr. James T. Rountree, 

Who was recently at Harrisonburg, is now located 
at Corpus Christi, Texas, where he is engaged in the 
practice of surgery. 


Dr. Hawes Campbell, Jr. 

Has been transferred from the Western State Hos- 
pital at Staunton, where he was senior physician in 
Eastern State Hos- 
pital at Williamsburg, where he will have the same 


charge of the female service, to 
position in charge of the male service. 


Special Lecture in Richmond. 

The annual lectureship of the Brown-Sequard 
Chapter of the Alpha Omega Alpha is to be given 
on May 4th at 4:00 P. M. 
Auditorium of the Egyptian Building at the Medi- 
cal College of Virginia by Donald D. Van Slyke, 
Ph.D., Sc.D., hon. M.D., Chief Research Chemist 
at the Hospital of the Rockefeller Institute for Med- 
ical Research, New York. Dr. Van Slyke will speak 
All interested 


in the Simon Baruch 


on “The Physiology of the Kidney”. 


persons are cordially invited. 


Heads Medical Service at Pickett. 

Lt. Col. Burgess L. Gordon, MC, prominent in- 
ternist of Philadelphia, has been appointed chief 
of the Medical Service at the new U. S. Army Gen- 
eral Hospital at Camp Pickett, this State. He was 
formerly assistant to the chief of the Administrative 
Branch, Hospital Division, Office of the Surgeon 
General. 


Appointed on Health Board. 

Dr. M. T. Vaden and Dr. R. B. Eason have just 
been appointed members of the Board of Health of 
Buena Vista. 


For Sale— 

Laboratory rabbits. We can handle large or small 
orders and have a constant supply. Contact us for 
your needs. Bonnie Brae Rabbitry, Route 12, Rich- 
mond, Va. Dial 5-2421. (Aidv.) 
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Home for Convalescent Patients. 

A limited number of convalescent patients may 
be cared for in the private home of a graduate 
nurse: For details and rates, write or phone Mrs. 
D. C. Wills, Arrington, Va. (Adv.) 


To Doctor Wishing Vacation— 

Virginia licensed M.D. available for two or three 
weeks locum tenens, June or July. Write No. 52, 
care VIRGINIA MEDICAL MONTHLY, 1200 East Clay 
Street, Richmond 19, Va. (Adv.) 





Obituaries 


Dr. Samuel Edward Hughes, 

Prominent Danville physician, died April 9th, at 
the age of eighty-one. He graduated from the Col- 
lege of Physicians and Surgeons, Baltimore, in 1891. 
Dr. Hughes had practiced in Danville for almost 
fifty years. He was particularly interested in tuber- 
culosis and was a co-founder of the Danville Hill- 
top Sanatorium. He was also active in public life, 
having served two terms on the City Council. Dr. 
Hughes had been a member of the Medical Society 
of Virginia for fifty years. His wife and a son, Dr. 
Edwin S. Hughes, survive him. 


Dr. James Henry Rawlings, 

Lynchburg, died April 3rd. He was a native of 
Charlottesville and seventy-four years of age. Dr. 
Rawlings received his medical degree from the Uni- 
versity of Virginia in 1898, and located in Lynch- 
burg in 1902, where he was for a number of years 
a member of the staff of Memorial Hospital. Dr. 
Rawlings was a member of the Medical Society of 
Virginia, having joined in 1903. 
him. 


Dr. William Dandridge Haden, 

Prominent physician of Charlottesville, died April 
8th. He was sixty years of age and a graduate in 
medicine of the University of Virginia in 1910. Dr. 
Haden was best known by his career as a city offi- 
cial. He had served as a member and vice-president 
of the City Council and served for three terms as 
Mayor. He was a member of the Board of Visitors 
of the University of Virginia and president of the 


A sister survives 
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Martha Jefferson Hospital. Dr. Haden was a!so 
connected with many other business and professional 
organizations. He had been a member of the Medi- 
cal Society of Virginia for thirty-five years. 
wife and four children survive him. 


Dr. William Bibb Thornhill, 

The “last of Lynchburg’s horse and buggy doc- 
tors” died April 3rd. He was eighty-two years of 
age and graduated from the former Hospital College 
of Medicine, Louisville, in 1886. Dr. Thornhill had 
practiced in Lynchburg since that time. He served 
for thirteen years on the Lynchburg Board of Health. 
Dr. Thornhill had been a member of the Medical 
Society of Virginia for fifty-seven years. His wife 


His 


and two daughters survive him. 


Dr. Mathias Grove-Hagen, 

Widely-known Richmond physician, died April 
2nd. He was a native of Norway and sixty-five 
years of age. Dr. Grove-Hagen attended a religious 
training school in Norway and in 1903 went to Scot- 
land as assistant to the minister of the Norwegian 
Seamen’s Church, He came to the United States in 
1906 and graduated from the Medical College of 
Virginia in 1910. Dr. Grove-Hagen began his 
private practice as an assistant to the late Dr. Dan 
Coleman. He taught at the Medical College of Vir- 
ginia until World War I when he entered the Army. 
He was physician to St. Joseph’s Orphanage and 
other charitable institutions, and had been a mem- 
ber of the Medical Society of Virginia since 1911. 
A sister survives him. 


Dr. William Hayes McCarty 


Of Marion died on January the 26th. He was a 
native of Smyth County and forty-seven years of 
age. Dr. McCarty was a graduate of the Medical 
College of Virginia in 1924 and was for more than 
twenty years a member of the medical staff of the 
Southwestern State Hospital, having retired several 
years ago to enter private practice. He was a Rota- 
rian and a member of the Medical Society of Vir- 
ginia. His wife and two children survive him. 


Lt. Frederick Ray Woodward, MC, 

An alumnus of the Medical College of Virginia, 
class of ’42, died in Abilene, Texas, November 22, 
in an aircraft accident. He was thirty years of age, 
and had served an internship and residency at the 
Los Angeles County Hospital. 





